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AN INVESTIGATION OF THE RELATIONSHIP
BETWEEN PREMORBID PERSONALITY
AND DEPRESSION

William Essenburg, Ed.D.
Western Michigan University, 1985

Depression is a significant mental health problem and has been '
studied extensively for decades.

However, there is still disagree

ment among clinicians and researchers regarding the causes and
psychodynamic processes of depression.
The purpose of this study was to investigate the relationship
between premorbid personality and depression.

Using the Millon

Clinical Multiaxial Inventory (MCMI) and the Beck Depression
Inventory, personality and depression measures were obtained
from a sample of adult psychiatric inpatients during acute and
remission phases of their hospitalization.
Results obtianed indicated that the MCMI scales intended to
measure premorbid personality during periods of acute psychiatric
illness were sensitive to levels of symptom severity.

The MCMI

measures obtained during acute illness could not be used reliably
to make inferences regarding premorbid functioning.
Using personality measures obtained during remission phases,
it was found that depressed patients, when recovered, did not
display personality patterns which were significantly different
from those of patients who had been hospitalized for reasons other
than depression.

Significant differences were found, however,

between the personality patterns displayed by depressed and
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non-depressed inpatients during the acute phase of illness.
Based on the results obtained, it was concluded that there was
no premorbid personality pattern which distinguished depressed from
non-depressed clinical subjects.

Differences in measured personality

patterns between depressed and non-depressed subjects were evident
only during the course of depression.
It was recommended that further research be conducted to
investigate the reliability of the eight basic personality scales
of the MCMI.

It was further recommended that until more support

exists for the reliability of personality trait measures of clinical
subjects, a longitudinal design may be most appropriate for an in
vestigation of the relationship of personality and depression.
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INTRODUCTION

Background

Depression is both an ancient phenomenon and one of the major
mental health problems of today.

Even though it has been recognized

for centuries and studied for decades, depression remains a disorder
that is inadequately understood.

A review of the literature reveals

a long history of controversy and disagreement regarding the
etiology and psychodynamic processes of depressive disorders.
Depression was described more than two thousand years ago.
Fabry (1980) cited several historical recordings of the disorder.
One of the earliest in the Bible, in the book of Job, describes
"the grief and agonized feelings of men and women who seem to have
lost faith in themselves and God as well as any hope for the future"

(p. 589).
Beck (1967b) noted references to depression in the second
century A.D. by Plutarch and the Greek physician, Aretaeus.
Aretaeus (cited in Beck, 1967b) described the melancholic patient as:
sad, dismayed, sleepless. They become thin by their
agitation and loss of refreshing sleep. At a more
advanced stage they complain of a thousand futilities
and desire death,
(p. 4)
Beck (1967b) stated that these ancient descriptions of
depression are strikingly similar to modern textbook descriptions
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and also identify the cardinal signs and symptoms used today in
diagnosing depression.
Today, depression remains a significant problem for large
numbers of people.

According to Kline (1964), depression has been

responsible for more human suffering than any other single disease
affecting mankind.

Dunlop (1965) estimated that although depression

is second to schizophrenia in hospital admissions, the prevalence
of depression outside hospitals is five times greater than that of
schizophrenia.
Beck (1967b) stated that depression currently ranks as one of
the major mental health problems:
Millions of patients suffering from some form of the
disorder crowd the psychiatric and general hospitals,
the outpatient clinics, and the offices of private
practitioners.
(p. xiii)
Becker (1977) cited a 1973 Institute of Mental Health study which
states that depression rivals schizophrenia as the nation's number
one mental health problem.

That study reports that about 15 per

cent of American adults have significant depressive features.
Depressive symptoms are responsible for the hospitalization of
125.000 persons in the United States each year.

An additional

200.000 are treated for depression on an outpatient basis.
In spite of its long history and current prevalence, much
disagreement yet exists regarding the nature of depressive dis
orders.

Beck (1967b) said:
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Although depression (or melancholia) has been recognized
as a clinical syndrome for over two thousand years, as yet
no completely satisfactory explanantion of its puzzling
and paradoxical features has been found. There are still
major unresolved issues regarding its nature, its classi
fication, and its etiology, (p. 3)
Historically, a variety of views regarding the etiology of
depression have been proposed.

Meyer (1908) maintained that

depression was a reaction to events in an individual's life.
Kraepelin (1913) proposed a biological abnormality as the basis
of depression.
cholia.

Freud (1917) differentiated mourning and melan

Mourning, he said, was the person's reaction to the loss

of a love object.

Melancholia, however, was the result of the

individual directing hostile feelings formerly associated with
the lost object inward toward the self.
Among contemporary theorists. Beck (1967a, 1967b, 1976)
proposed that depression results from an individual's negative
cognitions.

Beck (1967b) described a primary cognitive triad.

The individual's negative view of the world, the self, and the
future "leads to the phenomena that are associated with the
depressive state" (p. 255).
Seligman (1975) developed the concept of learned helplessness.
He believed that it is central in the development of depression.
He proposed that depression develops when the individual gives up
and no longer responds to overcome frustration in his environment.
Seligman stated that this helplessness is learned through prior
exposure to uncontrollable events.

The individual learns to expect

that his efforts are generally futile.
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According to Akiskal and McKinney (1975), there are currently
at least ten different models of depression reflecting five dominant
schools of thought evident in the literature.

Akiskal and McKinney

point out the need for more research based on objective, measurable
variables to bring integration to this diversity.
Klerman (1973) stated that in the last decade, there has been
increased interest and research in the area of affective disorders.
Significant progress has occurred in the treatment of depression,
especially with drugs.

Progress has also occurred in classification

based on clinical symptoms and in genetic and epidemologic studies.
However, research into the relationship of personality to depression
has lagged behind other fields.
Research into the relationship of personality traits to
depression has the potential to increase knowledge regarding the
etiology and psychodynamic processes involved in depression.
Several theorists (Chodoff, 1973; Klerman, 1973; Metcalfe, 1968)
argue that premorbid personality traits predispose the individual
to depressive disorders and probably influence the nature of the
symptoms displayed.

Chodoff (1973) stated that although the

literature indicates a widely held opinion that persons prone to
depression display certain distinctive personality traits, it
appears that there is no consensus about the characteristics of
the personality traits which predispose one to depression.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Statement of the Problem

The purpose of this study is to investigate the relationship
between premorbid personality traits and primary depression.
In conducting the investigation, the problem of measuring
premorbid personality traits must be addressed.

The optimum time

to measure premorbid personality traits is obviously prior to the
appearance of psychiatric symptoms.

The opportunity to conduct

personality assessments of subjects who exhibit psychiatric dis
orders prior to the appearance of symptoms is rarely available.
Such opportunity would only be available by testing large numbers
of subjects, then following those subjects for a long period of
time to determine which individuals later developed psychiatric
problems.

Such longitudinal research is beyond the means and

scope of most investigators.

An alternative is to use a standar

dized personality measure which is able to assess stable and
enduring personality traits independent of the presence or
absence of psychiatric symptoms.
The study will investigate two probléms.

The first problem is

what relationship, if any, exists between the premorbid personality
traits of psychiatric inpatients and the presence or absence of
primary depression.
Because the purpose of the study is to investigate stable
personality traits rather than temporary states in relation to
depression, the second problem focuses on the issue of the stability
of the personality traits measured.
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Research Objectives

The research objectives of this study are to investigate the
extent to which premorbid personality patterns may be related to
the presence of primary depression in hospitalized psychiatric
patients, and to investigate the feasability of using a personality
measure made during acute symptom phases to make inferences regard
ing premorbid personality patterns.

The study will procédé from a

psychodynamic perspective and assumes that the existence of a
relationship between personality traits and depression will have
important implications for understanding the etiology and psycho
dynamic process of depression.

Significance of the Study

Von Zerssen (1977) stated that premorbid personality traits
of patients with any type of psychiatric disorder ate usually
considered to be predisposing factors.

There is broad agreement

among investigators that personality traits play an important role
in the onset and process of depression.

However, the nature of

the relationship between personality and depression remains
controversial.
The establishment of a better understanding of this relation
ship will be valuable from a theoretical as well as from a practical
point of view.

The identification of a relationship between par

ticular premorbid personality traits and depression will aid in the
refinement of theory and stimulate further inquiry about the
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etiology and psychodynamics of depression.

If a rëlationship exists

between personality and depression, then theories of both person
ality and depression must be able to accomodate and account for that
relationship.

Von Zerssen (1977) stated that if there is an associ

ation between these variables, any theory of depressive illness
will not be complete if it does not explain that association.
Chodoff (1973) commented on the heuristic value of such study.
He said:
Since an observable personality pattern represents
the crystallization of underlying psychodynamic
processes, agreement on the characteristics of
such a pattern or patterns would offer significant
aid to efforts to study psychological factors in
the genesis of depression, (p. 196)
The investigation of the relationship of personality and depression
also has practical clinical value.

Additional knowledge about such

a relationship will aid in the diagnosis, prognosis and treatment
of depression.
Presently, the diagnosis of depression is made based on the
patient's manifest symptoms.

Information about premorbid person

ality patterns could contribute to the body of information avail
able for diagnosis if there was agreement about the relationship
of particular personality traits to depression.

The presence or

absence of specific;traits would favor or not support specific
diagnoses.
Prognosis would also be aided because as Von Zerssen (1977)
stated, "the prognosis of future development of the disease—
including response to treatment— will partly depend on the
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nosological diagnoses" (p. 80).
Identification of appropriate approaches for the treatment of
depression would be enhanced by a clearer understanding of the
psychological factors which are related to and operative in the
disorder.

It would seem logical to focus treatment on the at-

tentuation of those traits found to be positively related to
depression.
A knowledge of premorbid patterns may also provide a means of
measuring the severity of depression and aid in identifying re
mission of the disorder.

The reestablishment of the premorbid

pattern may provide additional information to confirm recovery
from depression.
The study will also have significance if it can be established
that the personality measure used is able to identify premorbid
personality traits independent of patients’ symptom states.

If

inferences about premorbid personality traits are to be made,
then some confidence must exist that measures made during the ill
ness represent patterns that are not merely manifestations of the
acute symptom phase of a depression.

Kendell and Discipio (1968)

emphasized the importance of this issue in personality and depres
sion research and indicated that it is doubtful that this require
ment is usually met.

Metcalfe (1968) stated that "too often

authors have assessed the ’constitutional depressive personality'
on the basis of a patient's symptoms" (p. 98).
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Investigators have tried to identify premorbid personality by
testing recovered patients assuming premorbid patterns reemerge,
by asking patients to respond to personality measures based on how
they felt before they became symptomatic, by interviewing patients'
families to gather information about premorbid functioning, and by
interviewing patients about their past life and previous
functioning.
All of these methods are subject to significant sources of
error and most are not compatible with standardized measures.
The investigation of the usefulness of a personality test in
measuring stable features of personality, independent of symptom
states, will provide valuable information about the role this
instrument may have in personality research.

Limitations

This study will be conducted in an acute care adult inpatient
psychiatric hospital.

Personality and depression measures will be

made immediately following patients' admissions and immediately
prior to discharge.

The pattern and intensity of symptoms dis

played by newly admitted patients will be affected by a number of
factors.

The presence of psychiatric medication or street drugs

and recent exposure to extreme psychosocial stressors may exagge
rate or diminish the expression of pathology.
In measuring personality and depression under non-acute
conditions, immediately prior to discharge, additional variables
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which will not be able to be controlled will be present.
length of stay will vary considerably.

Patient

Length of stay and the

decision to discharge are influenced by several factors.

A

patient's "readiness for discharge" will depend on the clinical
judgment of the attending psychiatrist, the resources available
in the patient's home environment, the patient's willingness to
remain hospitalized if the hospitalization is "voluntary", and
the availability of empty beds to accomodate anticipated admissions.
Consequently, patients "ready" for discharge will not represent a
homogenous "recovered" group.
Subjects' participation in the study will be on a voluntary
basis.

This will be a potential source of bias because data will

be collected from "cooperative" patients but will not be available
from the "uncooperative" group.

Summary

There is wide agreement in psychiatry and psychology that
enduring personality traits play a predisposing role in the develop
ment of depression.

There is much disagreement, however, about the

nature of the relationship of personality to depression.
Researchers who have attempted to investigate the relationship
of personality traits to various psychiatric disorders have consis
tently struggled with the problem of measuring premorbid traits in
the presence of acute psychiatric symptoms.

This study will

investigate the relationship of premorbid personality to depression
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11
by comparing personality measures of depressed and non-depressed
clinical subjects.

Personality measures obtained during acute and

recovered phases of illness will be compared to assess the stability
of trait measures under different levels of symptom severity.
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REVIEW OF RELATED LITERATURE

The purpose of this chapter is to review the research and
literature regarding the relationship of personality and depression.
The chapter will include a review of selected literature to establish
a historical overview of the thinking of major authorities regard
ing that relationship, a review of systematic research into that
relationship, and a review of research related to questions regard
ing the definition and diagnosis of depression.

The information

presented in this chapter represents a sample of the literature
existent in the area and has been selected on the basis of its
significance and relevance to the questions addressed in this

Personality and Depression

Historical Overview

The history of our acquaintance with depression is long.

The

condition we now call depression was described by ancient writers
as "melancholia".
In the fourth century B.C., Hippocrates provided the first
clinical description of melancholia.

The melancholic, one of four

temperaments described by Hippocrates, was believed to be an indi
vidual influenced by black bile and phlegm on the brain (Fabry,1980).
12
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In the middle ages, melancholia was thought to be the result
of an evil spell cast on the individual by spirits (Fabry, 1980).
As time passed, ideas regarding the origins of melancholia
progressed.

During the eighteenth century, the medical aspects of

such disturbances began to be studied in hospitals and institutions,
for mental disorders.
At the beginning of the nineteenth century, Pinel (cited in
Beck, 1967b) recorded his observations of melancholia:
The symptoms generally comprehended by the term
melancholia are taciturnity, a thoughtful pensive
air, gloomy suspicions, and a love of solitude.
Those traits, indeed, appear to distinguish the
characters of some men otherwise in good health,
and frequently in prosperous circumstances, (p. 5)
According to Fabry (1980), also in the early nineteenth cen
tury, Jean-Pierre Falret described an episodic depression with re
missions and attacks that increased in duration and vdiich seemed
more prevalent among women than men.

He proposed that this pattern

might be associated with a precipitating event.

In their attempts

to understand the causes and nature of melancholia and other mental
disorders, investigators in the late nineteenth and early twentieth
centuries began to propose the existence of a relationship between
the personality patterns and mental disorders.
Fabry (1980) noted that this concept is present in the ideas of
Kraepelin who, around 1896, divided functional psychosis into two
groups:

dementia praecox and manic-depressive psychosis. Kraepelin's

term, dementia praecox, is basically equivalent with the modern:
term schizophrenia.

Manic-depressive psychosis, according to
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Kraepelin, included all diseases involving a disturbance of mood.
Kraepelin identified subtypes of manic-depressive disease:

a

depressive subtype, a manic subtype, and a circular or mixed
form which combined manic and depressive subtypes.
Kraepelin classified the depressive disorders using an etio
logical approach, dividing them into those with endogenous and
exogenous origins.

The endogenous class originated from genetic

and constitutional factors.

The exogenous class were caused by

external factors such as bacterial infections or chemical toxins.
Kraepelin proposed that habitual mental traits were important
in the causation of endogenous depressive disease.

He believed

there was a relationship between particular types of mental traits
and particular subtypes of depressive disease.

He described de

pressive personalities, manic and irritable personalities, and
cyclothymic personalities as predominate among patients with the
respective subtypes of manic-depressive disease.

Kraepelin (cited

in Millon, 1981) described the depressive personality as follows:
There exists in these patients from youth a special
sensitiveness to the cares, troubles, and disappoint
ments of life. They take all things hard and feel
the little unpleasantness in every occurrence. They
lack self-confidence, decision, and seek the advice
of others on the slightest occasions. Owing to the
timidity these patients never come to a quick
decision.
(p. 32)
Kraepelin proposed that the relationship between personality and
affective illness was best explained by viewing personality traits
as a subtle habitual expression of the underlying disease.

In

other words, the premorbid traits resulted from the disease
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(Von Zerssen, 1977).
The reverse of the assumption about the direction of the
relationship between personality and depression was proposed by
Kretschmer in 1921.

Kretschmer assumed that personality patterns

were etiological and were precursors of the disease.

The disease

was understood as an exaggeration of the normal patterns of
personality.

Kretschmer also introduced the concept of constitu

tional typologies.

He proposed that a relationship existed be

tween physique, temperament, and mental disease.

While Kraepelin

had reduced the various forms of mental disease into two broad
categories, manic-depressive disease and dementia praecox,
Kretschmer reduced the personality features which he had related
to those disorders into two types of temperament, the cyclothymic
and schizothymie temperaments.

The cyclothymic type was thought

to be associated with manic-depressive disease and the schizothymie
type with dementia praecox (schizophrenia in the terminology
introduced by Bleuler in 1911).
Kretschmer also included in the concept of constitutional
typologies the assumption that there was a relationship between
temperament and bodily configuration.

He theorized the schizothymie

temperament and schizophrenia were most frequent in individuals
with slender, muscular, athletic physiques.

Cyclothymic temperament

and manic-depressive disease were associated with a stout, "pyknic"
physique.
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Kretschmer's concept of constitutional typology was accepted
by most investigators in the field of constitutional psychiatric
research over the next few decades.

Von Zerssen (1977) in his

discussion of the contributions of Kraepelin and Kretschmer stated
that both tended to neglect differences between the subtypes of
mental diseases due to their simplification of the diseases into
so few all-inclusive categories.
The ideas of Kraepelin and Kretschmer can be characterized
as belonging to the somatogenic school.

They considered depression

to be a well defined disease, quite distinct from normal mood.
There is also a strong emphasis on biology and innate constitu
tional characteristics as etiological factors.
Meyer (1908) proposed a theory of depression that represented
a clear deviation from the models of the somatogenic school.

Meyer

proposed that the etiology of mental disorders was primarily
psychogenic rather than due to inherent biological or constitu
tional factors.

This position identifies Meyer with the psycho-

biological school.
Rather than speaking of disease entities, Meyer introduced
the term "reaction types", reflecting Meyer's contention that
mental disorders, including depression, resulted from the complex
interaction between individual constitutional factors and the
combination of psychological and social-environmental forces
influencing the individual.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

17

The psychobiological view also favored a continuity hypothesis.
Whereas the somatogenic view held that mental disorders represented
a disease and drew a sharp dichotomy between normal, healthy states
and abnormal, disease states, Meyer favored the view that depression
existed on a continuum.

Regarding depression, for example, there

was a continuous series of mood reactions, ranging from normal to
extreme.

Those various mood reactions were seen as a product of

the same processes, namely the reaction of the individual due to
the interaction of individual constitutional, psychological, and
social factors.
Meyer was the first to propose the relationship of such a
broad array of variables to depression and the first to place
such emphasis on psychogenic and environmental factors.

Beck

(1967b) noted that Meyer's influence is reflected in the prevalence
of such concepts as reactive depression in later literature.

The

use of the term "reaction" throughout the classification system
of the Diagnostic and Statistical Manual of Mental Disorders,
American Psychiatric Association (1952), is also reflective of
Meyer's impact.
Freud (1917) in "Mourning and Melancholia", provided a
formulation that is the basis for the classic psychoanalytic
interpretation of depression.

Freud proposed that the predispo

sition to melancholia resulted from a complex intrapsychic process
which occurred following the loss of a love object in early infancy.
According to Freud, the predisposition to melancholia developed
when the individual, following a significant loss in infancy.
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formed a pathological ego introject,

A pathological ego introject

was basically a misdirection of psychic energy.
trauma of loss, libidinal energy was freed.

Following the

That energy, rather

than being directed outward toward a new object, was directed
inward to the ego.

The ego then took on some of the character

istics of the lost object and became a substitute for the lost

This introject became the intrapsychic representation of the
previously loved and now lost object.

Consequently, in later adult

life, the individual would react to subsequent losses with the
infantile rage associated with the original loss.

That rage or

aggression would be directed inward toward the internalized object,
rather than outward toward appropriate objects in the environment.
With the concept of anger directed inward, Freud explained
the seIf-recriminations and self-depreciating behavior of the
melancholic.
The concept of inner-directed anger was important in the
psychoanalytic formulations of depression.

The presence of self-

accusatory behavior was identified as one of the characteristics
that distinguished depression from normal grief.
Grief was defined as a conscious direct response to an external
loss.

Depression was the result of a complex unconscious experience

of an internal loss.

The visible signs of depression were responses

to the experience of loss mishandled in infancy and retained in the
unconscious.

Thus, the depression was not a direct reaction to

conditions in the environment, but was the result of the
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predisposition to depression, resulting from the formation of
a pathological ego introject.
The influence of Freud's contribution is evident in the long
standing prominence of such concepts as guilt and retroflected
hostility in subsequent theoretical formulations aimed at
understanding the processes of depression (Bemporad, 1971).
The classic psychoanalytic model of depression focuses on
aggressive instincts turned inward rather than being directed at
the appropriate object.

Even though this concept of dammed-up

aggression was for some time the

most widely accepted psychological

model of depression, there has not been substantial systematic evi
dence to support it (Akiskal and McKinney, 1975).

Freud's concepts

emphasized the role of the id and identified the processes involved
in depression as occurring in the unconscious.

Later theorists

began to place more emphasis on the role of the ego rather than
the id, and on conscious rather than unconscious processes.
Bibring's (1953) ego-psychological model represents the first
major break with previous psychoanalytic formulations.
The ego and its interaction with conscious reality are central
in Bibring's model.

He characterized depression as the result of

a state of helplessness or powerlessness of the ego.

This state

of helplessness resulted from an inability to attain a significant
goal or live up to highly valued aspirations.

Depression occurred,

according to Bibring, when an individual was unable to live up to
ego ideals, ideals that could vary with the individual.

Such ideals

could involve the need to be loved, to be secure, strong, or
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superior.

The frustration of goal attainment resulted in injury to

the ego and a drastic lowering of self-esteem.
An important aspect of Bibring's contribution was his idea that
injury to the ego and loss of self-esteem could result not only by
loss of love and affection, but also by frustration of other impor
tant aspirations.

This broadened the etiological framework of

depression and took into account the influence of a wide array of
cultural and environmental variables.
Anger or aggression in Bibring's model was regarded as secondary
rather than central in the process of depression.

Anger was viewed

as occurring in response to the failure of the ego to achieve its
ideals and as a reaction to subsequent helplessness and lowering of
self-esteem.
Akiskal and McKinney (1975) pointed out that Bibring, by defining
depression as an ego phenomenon, also significantly defined it as a
social phenomenon:
The ego, unlike the id, is rooted in social reality,
and the ego ideal is composed of solidly learned symbols
and motives. A breakdown of self-esteem may involve,
in addition to object losses, man's symbolic posses
sions, such as power, status, roles, identity, values,
and purpose for existence. Depression may easily be
fall the overintegrated, the conventional, the individual
with upward social mobility, and women who strongly
identify with the role prescribed to them by their
culture. Thus, one can see the broad existential,
sociological, and political implications of Bibring's
concept of depression.
Bibring's shift in emphasis from the role of the id and unconscious
processes to the operations of the ego in relation to the environment
mark a significant change in the historical development of models for
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understanding depression.

Bibring's theory extends the trend begun

with Meyer and serves as a bridge between earlier disease-oriented
theories and subsequent models which emphasize the role of the
environment, social learning, and cognitive processes in the pheno
menon of depression.
Before proceeding with a review of contemporary studies of the
relationship of personality and depression, an overview of some of
the prominent contemporary models of depression seems in order.
This review will serve three purposes:

the first purpose is to

complete an overview of the historical development of theories
regarding depression.

The second purpose is to establish and

describe the elements of continuity among prominent contemporary
models of depression and their relationship to the formulations
of earlier writers.

Finally, a third purpose will be to illustrate

that although some of the most prominent contemporary models of
depression do not specifically address the issue of a relationship
of premorbid personality to depression, the central concepts
stressed within these models are compatible with such a relationship.
Beck's (1967a, 1967b, 1976) cognitive model represents an
extension of the ego-psychological approach initiated by Bibring.
According to Beck, an altered style of cognition, dominated by
negative expectations is responsible for depression.

Beck describes

a cognitive triad which permeates the thinking of depressives.

The

cognitive triad is represented in a negative conception of the self,
negative interpretations of past experiences, and a negative view
of the future.

Feelings of helplessness and hopelessness dominate
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the affective world of the depressive.
Beck believes that these cognitive patterns are the result of a
continuous learning process begun in early life.
ofattitudes which consist of generalizations

They are clusters

the individual

has made

based on interactions with the environment.
Beck (1967a) also maintains that self-blame is a component of the
depressive's cognitive style:
According to his primitive notion of causality, the
individual holds himself responsible for his defects,
and presumed deficiencies. This attitude is expressed
as follows : "It's my own fault I always make mistakes.
I'm to blame for being so weak", (p. 277)
Beck's model includes concepts of helplessness and lowered self
esteem discussed by Bibring.

He also stresses the importance of

self-blame in a manner similar to earlier psychoanalytic models.
Beck believes that an individual's cognitive schema is a
relatively enduring component of the personality.
schema, if composed of the negative

That cognitive

components described by Beck,

predisposes the individual to depression.

The depression is pre

cipitated by an interaction of the predepressive cognitive schema
with specific or non-specific stresses in one's life situation.
Seligman (1974, 1975) and his colleagues have developed a
model of depression based on laboratory experiments with animals.
Even though their ideas developed from work with animals, the
"learned helplessness" phenomenon they have identified appears to
provide many parallels to human depression.
Seligman's (1974, 1975) experiments involved two phases.
Animals (specifically dogs) were first exposed to repeated aversive
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stimulation, usually electric shock, and at the same time, prevented
from engaging in any behavior that would allow escape from the shock.
The shock was administered through a grid in the floor of the en
closure containing the dogs.

A harness prevented the dogs from

jumping a barrier and escaping to an area of the grid that was not
electrified.

After repeated exposures to this inescapable shock

condition, the dogs were unharnessed 'and again exposed to the
electric shock.

Seligman had established that unharnessed dogs

which had not experienced inescapable shock would, when exposed to
shock, immediately leap the barrier, escaping to the nonelectrified
portion of the grid.

In contrast, unharnessed dogs which had experi

enced repeated inescapable shock conditions tended to give up and
made no attempt to leap the barrier to escape the shock, tending
instead to passively accept the aversive stimulus.
Seligman coined the term "learned helplessness" to describe
this impairment of the animals' adaptive responding to aversive
conditions.

Applying this model to human behavior and to depression,

Seligman theorized that adaptive responding to aversive situations
depended on the expectation that one's responses would provide
relief from those conditions.

Learned helplessness was described

as a behavioral state characterized by an absence of adaptive be
haviors resulting from the assumption that there was no relation
ship between one's responses and relief from aversive events.
Seligman has

also demonstrated that learned helplessness

generalizes beyond the specific situations involved in the original
learning.

Learned helplessness may then represent not only a
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behavioral state, but a personality trait, namely the internalized
expectation that one's efforts are generally futile.
Seligman (1974) proposed that the individual who was depressionprone had a history of experiences marked by relative failure in
exercising control over environmental reinforcers.

Depression

developed when the individual perceived that all control over posi
tive and aversive events was lost and was then immobilized by
helplessness.
Akiskal and McKinney (1975) noted that Selgiman's treatment of
the concept of helplessness and its relationship to depression is
strikingly similar to the ideas of Beck.

For both Beck and Seligman,

helplessness plays a central role in depression.

Helplessness is

learned through interaction and experience with the environment.
Once internalized, it may become a relatively stable trait coloring
the individual's perceptions of self and the environment and placing
the individual at risk for depression.
Although behavioral approaches to depression focus predominantly
on observable behavior and its antecedents and consequences,
behavioral models have some conceptual similarities to those dis
cussed above.

Wolpe (1971) proposed that chronic frustration in

achieving important objectives in one’s personal or professional
life resulted in chronic anxiety.

The individual was then unable

to reduce that anxiety through responses available in his or her
behavioral repertoire.

A maladaptive response of passivity and

helplessness developed, resulting in the manifestation of the
cluster of symptoms recognized as depression.

This syndrome of
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passivity and helplessness is similar to the negative cognitive
triad of Beck, the learned helplessness of Seligman, and even the
lowered self-esteem of Bibring.
Lewinsohn (1974) in his behavioral approach to depression,
described depression as follows:
We assume depression to be a continuous variable which
can be conceptualized as a "state" which fluctuates
over time as well as a "trait" (some people are more
prone to becoming depressed than others), (pp.157-158)
Lewinsohn (1974) proposed that a low rate of "response contingent
positive reinforcement" acted as

"an eliciting (unconditioned)

stimulus for some depressive behaviors, such as feelings of dysphoria,
fatigue, and other somatic symptoms" (p. 158).

In other words, an

individual is at risk for depression when there is little relationship
between what the individual does (behavioral responses) and the events
that follow (contingent reinforcement), a set of circumstances similar
to those preceding "learned helplessness" in Seligman's model.
Three major contemporary models of depression have been reviewed:
the cognitive model of Beck, the learned helplessness model of Selig
man, and the behavioral model as represented by Wolpe and Lewinsohn.
This review has attempted to establish the underlying continuity that
is apparent in the development of theoretical concepts of the rela
tionship of personality to depression.
Contemporary psychological models of depression emphasize
cognitive and behavioral components of depression rather than per
sonality traits or psychodynamic processes. However, the concept of
states and

more importantly, traits which may predispose the
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individual to depression is commonly recognized by models old and new.

Contemporary Research

A basic Iproblem which must be faced in a study which attempts to
investigate the relationship of premorbid personality traits and
depression is that of distinguishing between the stable, enduring
aspects of personality and symptom states which are temporary mani
festations of illness.

This problem is typically present in such

investigations because subjects are usually identified and available
for participation because they display psychiatric symptoms for
which they are receiving treatment.
Several writers have commented on the methodological fallacies
of making inferences about premorbid personality on the basis of
measures taken during the acute symptom phase of a psychiatric
disorder.

Metcalfe (1968), Kendell and Discipio (1968), Von Zerssen

(1977), and many other authors have reported marked differences in
subjects' scores on various personality dimensions when measures
taken during illness are compared with measures made following
recovery.
Metcalfe (1968) in a discussion of the importance of distin
guishing between symptoms and the more stable elements of a patient's
character stated:
This is because too often, and even in modern text
books, authors have assessed the "constitutional
depressive personality" on the basis of a patient's
symptoms. From this approach, some of the classical
descriptions of the depressive personality, including
for example, a strong sense of guilt, have derived.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

It is worth repeating that to assess stable pre
existing personality traits from transient symp
toms in unjustifiable, (p. 98)
Chodoff (1973) emphasized that attempts to assess stable personality
traits from transient symptom states would lead to false inferences
about premorbid personality traits.

Hirschfield and Klerman (1979)

pointed out that investigations of the relationship of personality
attributes and affective disorders must attempt to control for the
fact that personality qualities may be altered by the experience of
the affective disorder.
Investigators have tried to deal with the methodological problem
of assessing premorbid personality traits in a variety of ways.

They

have proceeded by asking patients who were symptomatic to respond to
personality instruments based on how they felt before they became
symptomatic, by gathering information from patients' families about
the patients' premorbid functioning and by interviewing patients
about past life and previous functioning.

The most common procedure

has been to take personality measures after patients' symptoms have
abated, assuming that following recovery, premorbid patterns
reemerge.
Because of the serious limitations of any research that has not
recognized this methodological problem, the section which follows
will focus on that research which has acknowledged and attempted to
control for the effect of acute symptom states on any measures of
personality traits.
Assessing pre-existing personality from a patient's history and
clinical experience has been the traditional method of clinical
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psychiatry.

Metcalfe (1968) reported that this method has over the

years given us abundant descriptions of patients' personalities prior
to depressive illness.

A review of these descriptions reveals two

basic types of personality.

Metcalfe (1968) described these two

types as follows:
The asthenic person, with little enjoyment in life,
subdued in manner and usually pessimistic in out
look; and the forceful, well-integrated, duty-bound
individual.
(p. 99)
Metcalfe added that some clinicians suggest that often both of these
types also have the characteristic of a "shut-in" temperament; an
inability to establish deep emotional relationships with others.
Bemporad (1971) in a review of the psychiatric literature,
identified four psychodynamic characteristics of the depressive
personality:

dependency on a dominant other, fear of autonomous

gratification, a bargain relationship, and an inability to alter
the environment.
"Dependency on a dominant other" was the most universally de
scribed characteristic in the literature.

Bemporad (1971) pointed

out that writers such as Rado in 1927, Fromm-Reichman in 1949,
Jacobson in 1953, and Bonime in 1962, "echoed the theme of dependency
as central in depression" (p. 222).

In describing the dependent

nature of the depressive, Bemporad (1971) stated:
The depressive appears to be the product of excessive
reactive learning and seems to have developed a re
active identity in that he functions best in a role
that reflects the dictates of a dominant other rather
than any independent standards. These individuals
seem to require the presence of an external agency in
order to derive satisfaction, being unable to gain
pleasure from independent achievement, (pp. 224-225)
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Bemporad proposed that "fear of autonomous gratification" was
a consistent feature of depressives.

This characteristic wàs de

scribed as an inability to derive intrinsic, personal pleasure from
one's social or professional accomplishments.

Instead, the depressive

pursues such activities in an attempt to win acceptance and to receive
assurance of self-worth from an external source.

Affirmation is not

available from within.
A third characteristic identified by Bemporad was the "bargain
relationship".

This refers to a pattern of interpersonal relating.

"The depressive will deny himself autonomous satisfaction in return
for nurturance from the dominant other" (p. 227).

The depressive

submits to self-sacrifice in order to gain acceptance.

One's own

desires and needs are supressed and go unasserted in order to please
and gain acceptance from the dominant other, thereby meeting the
superceding need of gaining affirmation from an external source. This
bargain relationship usually results in the development of ambivalent
hostile feelings toward the "dominant other" because the dominant
other is unable to adequately supply the depressive's need for accep
tance and affirmation.

Anger is felt toward the dominant other for

the lack of adequate supplies but cannot be openly expressed for
fear of losing all source of nurturance and acceptance.
Lastly, Bemporad identified what he termed an "inability to
alter the environment".

This referred to a "sense of helplessness

to alter oneself or one's environment, together with the awareness
of a future devoid of meaning and gratification" (p. 229).

This

results in hopelessness and despair for the individual, which
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Bemporad described as the "cardinal features" of depression.

This

concept has striking similarities to Beck's "negative cognitive
triad" and Seligman's "learned helplessness",
Rosenthal and Gudeman (1967) conducted a study which represents
one of the early attempts to investigate the relationship of person
ality and depression with a design which was more systematic than
mere subjective clinical observation.

One hundred acutely depressed

women were assessed on eight personality dimensions, based on the
patients' self-descriptions, The personality dimensions assessed
were hysterical, obsessional, depressive, cyclothymic, oral, schizoid
traits,

emotional

reactivity, and an overall estimation of premorbid

personality pathology.

Patients' ratings on these personality di

mensions were compared to factor scores of endogenous depression.
High scores on endogenous depression were found to be most
strongly related to obsessive and depressive traits.

Other relation

ships were not significant.
This apparent relationship between obsessive traits and depres
sion is consistent with an observation made by Chodoff (1973),
Chodoff described "considerable consensus" in the literature regarding
the predisposing role of obsessional traits to depression.

However,

Chodoff cautions the reader that the wide acceptance of this relation
ship rests on relatively few studies, most of which occurred in the
1930's and may be subject to serious methodological questions.

He

suggested that obsessional traits needed better definition and their
relationship to depression needed further study.
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Hegnell in 1966 (cited in Metcalfe, 1968, p. 101) attempted what
must be granted as the ideal procedure for assessing premorbid per
sonality, a prospective study.

In his study, the entire population

of a region in southern Sweden was interviewed in 1947, and again in
1957, to determine whether a relationship could be shown between
personality traits identified at the first interview and the occur
rence of mental illness a decade later.
However, even with this prospective design, little was found.
Metcalfe reported that an association was found between physical
complaints of headaches and dizziness with subsequent mental illness.
However, nothing was found in relation to depression alone.
Subsequent investigations have generally studied the patient's
personality after recovery from depressive illness.

In making in

ferences regarding premorbid personality, these studies assume that
when symptoms have abated, the patterns of the premorbid personality
reemerge.
Metcalfe (1968) conducted an investigation of the personality
of recovered depressed patients.

The Maudsley Personality Inventory

(MPI) was used to assess personality.

The MPI consists of 24 ques

tions which form a Neuroticism scale and 24 questions which form an
Extraversion scale.

Metcalfe used only the Neuroticism scale in

this research.
The subjects, a group of depressed female inpatients, were tested
on admission to the hospital and also at the time of their recovery
immediately before discharge.

The responses of the depressed women

were compared to a sample of "normal" subjects.
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Metcalfe found that total Neuroticism scores of depressives and
normals did not differ significantly.

Two groups of individual

questions from the Neuroticism scale did, however, distinguish the
two populations.

Depressive women showed significantly higher scores

on questions indicative of worry, repetitive thinking, and tension.
The depressed group scored lower on questions related to daydreaming
and variable moods.

The pattern of responding for the depressed

group and the differences from normals were present for both "ill"
and "recovered" patients.
Based on these findings, Metcalfe proposed that depressives may
be distinguished by a "worrying, tense attitude to life, a denial of
fantasy and imagination, and a rigid, limited, habit-bound personality" (p. 103).
Metcalfe characterized these traits as indicative of a "lack of
resilience" and suggested that the significant difference in the
depressive individual was not the tendency to become depressed more
easily but that "he has not within him the means of recovering his
mental balance after a depression" (p. 103).
A similar study was conducted by Julian, Metcalfe, and Coppen
(1969).

The MPI was given to female patients after they had recovered

from depressive illness.

The results were compared with inventories

completed by a group of "normal" women.

Again, although the overall

scores on Neuroticism were not significantly different between the
two groups, individual items showed significant differences between
groups.
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Recovered depressives displayed a more "rigid neuroticism" and
a tendency to "competitive worrying" in comparison to normals.

In

a follow-up one year later, these patterns and the differences be
tween the groups endured.

The investigators interpreted these results

as support for their thesis that a tendency toward rigidity versus
versatility, or a lack of resilience may be associated with an
individual's vulnerability to depressive illness.
The "rigid neuroticism" and "lack of resilience" described by
Metcalfe appear to be very similar to the "obsessional personality"
of psychoanalytic and psychodynamic writers.

Consequently, these

findings also appear to offer some support for the hypothesis of a
relationship between obsessional traits and depressive illness
suggested by Rosenthal and Gudeman (1967).
Chodoff (1973) reports a description of the obsessional
personality given by A. P. Noyes in a 1939 text. Modern Clinical
Psychiatry.

Noyes (cited in Metcalfe, 1973) described the obsessive

personality as:
An inhibited type of individual with a tendency to
be quiet, unobtrusive, serious, chronically worri
some, intolerant, reticient, sensitive, scrupulously
honest, frugal, even penurious, stubborn, of stern
unbending moral code, lacking humor, overconscientious,
and given to self-punishment. Often his interests have
been narrow, his habits stereotyped, he has cared little
for diversion, has avoided pleasure and has but few
close friends.
(pp. 197-198)
The theme of repetitive worry and rigid patterns of behavior are
prominent in the picture drawn by Noyes.
Kendell and Discipio (1970) investigated the relationship of
obsessional personality with depressive illness.

They administered
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the Leyton Obsessional Inventory,

an inventory designed to measure

both obsessional symptoms and obsessional personality traits, to 92
inpatients suffering with either "endogenous" or "reactive" depres
sion.

Patients were tested following admission and immediately

prior to discharge to obtain measures during acute and recovered
stages of their illness.
Results showed that depressives obtained significantly higher
scores than normals both when depressed and recovered.

The depth

of depression was more important in relation to obsessional symptoms
than was the type of depression.

Obsessional symptoms were equally

common in "endogenous" and "reactive" depressions.

Obsessional

symptoms were much more extensive and more severe in deep depression
than in mild depression.

Obsessional symptoms in patients who were

experiencing manic episodes, however, were rare.
Kendell and Discipio concluded that their findings supported the
thesis that obsessive-compulsive personality types are particularly
prone to depression.

Their findings suggest that this is true for

both "endogenous" and "reactive" depression.
ship

The positive relation

between the depth of depression and the prevalence and severity

of obsessional symptoms offers support for the concept that obses
sional patterns of thinking and interacting are operative in the
process of many depressions.

The pre-existing obsessional traits

appear to be exaggerated during depression and in proportion to the
severity of the depression.
Altman and Wittenbom (1980) conducted a study of depressionprone personality in women.

Their hypothesis was that women who had
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been depressed had personalities different from those who had not.
They assessed personality with a 134-item self-descriptive
questionaire which reflected characteristics of the depressive
personality offered by writers ranging from Freud, Fromm-Reichmann,
to Bibring and Beck.
The questionaire was administered to 88 women who had been
hospitalized

with a diagnosis of depression.

All the women had been

discharged from the hospital for at least one month.
cent, had been out for more than three months.

Most, 96 per

The control group,

which was also assessed, consisted of an identical number of paid
volunteers with no psychiatric history or current symptoms of
depression.
An analysis of the items that discriminated between the two
groups revealed five factors which distinguished the personalities
of the formerly depressed group.

Those five factors were labelled:

low self-esteem, helplessness, unhappy pessimistic outlook, narcis
sistic vulnerability, and low competence.
Factor I, "low self-esteem" involves feeling unworthy of praise,
comparing oneself unfavorably with others, keeping anger to oneself,
and being persistently anxious.
Factor II, "helplessness" refers to a preoccupation with failure
and a lack of confidence in one's ability to perform in competitive
and job-related situations.
Factor III, "pessimistic outlook" involves feelings that one's
family is unsympathetic, that things don't work out for the best, and
that the future will not be better.
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Factor IV, "narcissistic vulnerability" refers to having one's
feelings easily hurt, crying easily, being sensitive to criticism,
wanting sympathy and being worried about what others think of oneself.
Factor V, "low competence" implies difficulty with decision
making, feeling less smart than others, and not trying hard enough
to achieve.
The authors concluded that some of the personality factors which
distinguished the formerly depressed group were consistent with some
of the conceptualizations of early writers.

They suggested that the

"helplessness" and "crippling loss of self-esteem" described by
Bibring (1952) was essentially the same as the cluster of traits in
Factor I.
Beck (1967a, 1967b) emphasized helplessness and negative
cognitions in his cognitive approach.

Seligman (1975) built his

model of depression around the concept of "learned helplessness".
The "preoccupation with failure" of Factor II and "pessimistic
outlook" of Factor III involve traits very similar to the concepts
of both Beck and Seligman.
Because their study identified several factors in the person
alities of formerly depressed subjects, Altmann and Wittenborn (1980)
granted that "the depressive predisposition does not appear to be
a monolithic quality" (p. 307).

More than one personality pattern

may place one at risk for depression.

The authors maintained that

their findings did "attest to the pertinence of personality in
depression" (p. 307).
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Cognitive theorists have attempted to operationalize what other
theorists have called the "personality factors" associated with
depression,

Questionaires and rating scales developed to measure

constructs associated with cognitive theories of depression have
included Rotter's (1966) Locus of Control Scale, Jones' (1968)
Irrational Beliefs Test, Beck's (1974) Hopelessness Scale, and
Krantz and Hairanens' (1979) Questionaire for Depressive Distortion.
Cognitively-oriented investigators have identified and attempted
to measure a number of thought patterns believed to be associated
with depression.
Beck (1967a, 1967b, 1976) has identified negative expectancies
about the self, the world, and the future ; a negative cognitive
triad.

He has proposed that this cognitive pattern leads to

depression.
Seligman made some reformulations of his original learned
helplessness model (Abramson, Seligman, and Teasdale, 1978), intro
ducing the concept of attributional stÿle.
some

This model proposed that

individuals are prone to depression because they tend to

attribute undesirable or negative events to internal, stable and
global causes, a cognitive style which results in lowered self
esteem and helplessness.

The attribution reformulation also suggests

that in addition to believing that bad events are somehow always their
fault, depression-prone individuals attribute desirable or positive
events to external, unstable and specific causes.

In other words,

they don't know why positive events have occurred but believe they
had nothing to do with it.
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The "perceived locus of control" construct as measured by
Rotter's (1966) Locus of Control Scale has similarities to the
attribution model proposed by Seligman and his colleagues.

The

locus of control model suggests that the individual's perception
of the location of control of reinforcements is a powerful factor
in the development of depression.
"Externals" who perceive reinforcements as being externally
controlled are more prone to depression than "Internals" who believe
they have control over reinforcements.
The thrust of the cognitively-oriented research has been to
propose that not only do these depressive cognitive styles charac
terize the thinking of depressive, but also that they may be stable
styles which exist premorbidly and are causally related to the
development of depression.

Results from specific studies have

offered considerable support for the premise that certain cognitive
styles are more prominent in depressed than non-depressed individuals.
The premise that these styles are stable and create a predisposition
to depression has not generally been well supported.
Beck's premise that depressives distort perceptions of self,
the past, and the future has been examined in several studies.
Hammen and Krantz (1976) used self-esteem ratings to assess the
self-evaluative cognitions of depressed women.

They found that

depressed women were significantly more self-critical than non
depressed women, supporting the premise that negative self
perceptions are associated with depression.
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Nelson (1977) investigated the premise that depressed persons
distort environmental input in a negative way.

Using the Irrational

Beliefs Test to assess core irrational beliefs, Nelson found that
depression was associated with obsessive worry about misfortunes in
the future and a belief that the influences of the past could not
be overcome. These patterns appear associated both to the obsessional
traits discussed by Rosenthal et al. (1967) and the helplessness
constructs of Beck and Seligman.
Krantz and Hammen (1979) developed a procedure for assessing
"depressive distortion".

They found a consistent relationship between

the severity of depression and the degree of depressive distortion, •
supporting Beck's hypothesis of a characteristic cognitive bias in
depression.
In similar fashion, a number of studies have lent support to the
concept that there is a characteristic attributional style of per
ceived locus of control bias present in depression.

Abramowitz (1969)

and O'Leary, Donovan and Hague (1974) found a relationship between
external locus of control of reinforcement and self-report measures
of depression.

Kuiper (1978) and Rizley (1978) found a relationship

between internal attribution of failure and depression.

Harvey (1981)

found a relationship between internal attribution of negative events
and external attribution of positive events with depression.
Lewinsohn, Steinmetz, Larson and Franklin (1981) have conducted
one of the most authoritative investigations of depression-related
cognitions.

Lewinsohn and his colleagues used a longitudinal design

to investigate specifically whether "cognitions known to be correlated
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with depression precede, accompany or follow an episode of depression"
(p. 213).

A sample of 998 residents from the communities of Eugene

and Springfield, Oregon, were assessed with an extensive 938-item
questionaire and with instruments designed to measure locus of
control, expectancies of positive and negative outcomes, irrational
beliefs, and perception of control and self-esteem.

One year later,

subjects were seen for a diagnostic interview to assess episodes of
psychopathology at or since the time of the first assessment and to
identify any history of prior psychiatric illness.
Results supported the findings of other investigators that
depressives, when they are depressed, have higher expectancies for
negative events and lower expectancies for positive events, display
certain irrational beliefs, and have low self-esteem.
The most important aspect of the results, however, was the
finding that persons who became depressed during the course of the
study, were not characterized by many of these patterns of negative
thinking when they were tested at the beginning of the study.
Lewinsohn et al. (1981) stated:
Prior to becoming depressed, these future depressives
did not subscribe to irrational beliefs, they did not
have lower expectancies for positive outcomes or higher
expectancies for negative outcomes, they did not attri
bute success experiences to external causes and failure
experiences to internal causes, nor did they perceive
themselves as having less control over the events in
their lives, (p. 218)
Also, significantly, individuals who had a previous history of
depression did not differ from controls who had never been depressed
in any of the cognitive measures.
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Lewinsohn's findings failed to support the premise subscribed
to by several other writers, that negative cognitive patterns and
biases in attributional style are relatively stable and predispose
the individual to depression.

Lewinsohn concluded there is more

support for the concept that "people change their expectancies and
subscribe to irrational beliefs as a result of being depressed, and
these cognitive changes reverse themselves as the individual recovers"
(p. 218).
Lewinsohn et al. also noted, however, that these results do not
rule out the possibility that there may be characteristics which dis
tinguish persons who are at risk for depression, but suggested that
further research is necessary to identify such characteristics.
The preceding section has provided a review of contemporary
research into the relationship of personality to depression.

The

methodological problems of distinguishing stable traits from transient
symptom states in this research continue to plague investigators.
Most often, studies of formerly ill patients are used to make infe
rences regarding premorbid personality traits.
Investigators who have relied on clinical observation as a
method have emphasized pathological dependency and obsessivecompulsive patterns as prominent features of the depression-prone
personality.
Studies using more objective methods of measurement have sug
gested that such characteristics as rigid neuroticism, lack of
resilience, lowered self-esteem, helplessness, negative expectations,
and biases in attributional style predispose an individual to
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depression.

Although there is strong support in the literature for

the relationship of these "states" to depression, the support for
their status as "traits" which are antecedent to and predispose one
to depression is weak.

Definition of Depression

Before preceding with an investigation of the relationship of
personality and depression, it is necessary to clearly define depres
sion.

Metcalfe (1968) pointed out that investigators for some time

have tended to view various forms of depressive illness as belonging
to the same category, a tencency reflective of the early influence
of Kraepelin's assertion that all the mood disorders belonged to
the large category of manic-depressive disease.

This assumption is

no longer accepted by most authorities.
Klerman (1973) also argues that depression cannot be understood
properly by viewing it as a unitary phenomenon.

The study of depres

sion requires recognition of its pluralistic nature.

He points out

that historically, discussions of depressive personality have presumed
a unitary approach and have tried to fit all psychodynamic data into
a single formulation.

He

maintains that this tendency to discuss

depressives as a homogeneous group is openly contrary to findings of
clinical and psychobiological research which has built a strong basis
for the pluralistic nature of clinical conditions of affective dis
orders.

He goes on to say that if progress is to be made in identify

ing the relationships between personality styles and depression,
"investigators and theorists must specify which form of clinical
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depression they are attempting to relate to which specific personality
patterns" (p. 229).
Two important distinctions regarding types of depression fre
quently referred to in the literature are secondary and primary
depression, and bipolar and unipolar depression.

Robins and Guze

(1970), and Feighner, Robins, Guze, Woodruff, Winokur, and Munoz
(1972) distinguish between secondary and primary depression.

Second

ary depression refers to the generally recognized signs and symptoms
of clinical depression such as dysphoric mood, anorexia and hyperphagia, and sleep disturbance, associated with or superimposed upon
a preexisting nonaffective psychiatric illness or occurring in
conjunction with medical or surgical illness.
symptoms must be at least one month.

The duration of

Primary depression, on the

other hand, refers to the same combination of signs and symptoms
and the same requirement for duration of symptoms ; however, the
symptoms are unrelated to a nonaffective psychiatric disorder.
Akiskal and McKinney (1975) report that recent biochemical re
search has provided support for the distinction between primary and
secondary depression.

They also note that this system of classifi

cation uses operationally defined clinical criteria and avoids the
controversy surrounding the etiological issues involved in the
endogenous/exogenous system of classification.

The distinction

between primary and secondary depression is commonly recognized by
researchers such as Donnelly (1973, 1975, 1976), and Akiskal and
McKinney (1975).

Secondary depression, because it occurs secondarily

to a preexisting nonaffective disorder, can be expected to differ
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from a primary depression in terms of predisposing variables; hence
the need for such a distinction in an investigation of predisposing
personality traits.
The distinction between secondary and primary depression is also
recognized in the diagnostic criteria of the Diagnostic and Statisti
cal Manual of Mental Disorders. Third Edition (DSM III), American
Psychiatric Association (1980).

One of the essential features of the

affective disorders "is a disturbance of mood, accompanied by a full
or partial manic or depressive syndrome, that is not due to any other
physical or mental disorder" (p. 205).
Many investigators have stressed the need to distinguish between
unipolar depression and bipolar disorder in any study of the relation
ship of personality and depression,

The criteria distinguishing the

two categories is widely agreed to be a mood disturbance which includes
or has included the presence of a manic episode in bipolar disorder,
and the absence of any history of manic episodes in unipolar
depression.
Metcalfe (1968) argued that these two categories must be distin
guished in any research into personality traits of depressives.
Chodoff (1973) indicated that the studies compiled at that time agree
in "finding rather minor degrees of neuroticism in the unipolars
while the bipolars have been found to be syntonic or normal" (p. 200).
Several studies have suggested significant differences in the
basic personality patterns associated with unipolar and bipolar
depressive illness.

Donnelly and Murphy (1973) compared Minnesota

Multiphasic Personality Inventory (MMPI) results of unipolar and
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bipolar primary depressives.
symptom phase.

The measures were taken during an acute

Although objectively rated depression did not differ

significantly between the two groups, there were significant diffe
rences between their MMPI profiles.

The unipolar group tended to

score highest on scales D and Ft of the MMPI while the bipolar
subjects had significantly lower scores on these two scales.

Bipolars,

in fact, did not exhibit any particular code profile pattern.

Bi

polar subjects tended to be a more heterogeneous group and generally
appeared less neurotic.
Hirschfield and Klerman (1979) compared unipolar and bipolar
patients with normal subjects using selected scales from four per
sonality and temperament inventories.

Subjects were tested after

manifest symptoms had abated and were instructed to respond according
to their premorbid personality.

The investigators found that uni

polar patients demonstrated more neuroticism, introversion and
obsessionality than bipolar patients and normal subjects.

Bipolar

patients differed from normal subjects only on the dimension of
obsessionality.
Donnelly, Murphy, and Scott (1975) administered the Rorschach
to bipolar and unipolar patients during an acute symptom phase.

The

two groups displayed different perceptual patterns of responding to
the Rorschach.

Bipolar subjects tended to respond to the more ob

jective aspects of the ink blots, while unipolar subjects pursued a
more subjective approach.

The perceptual approach of bipolars was

characterized by a lack of neurotic involvement, anxiety, and depres
sive content.

Unipolar responses in contrast, disclosed considerable
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neurotic concerns.
Donnelly, Murphy, and Goodwin (1976) conducted a study which was
longitudinal in nature, and found results that differed with the
conclusions of the studies cited above.

In this investigation, the

MMPI was used to assess differences between unipolar and bipolar
groups; however, measures were taken both during acute and remission
phases of the patients' illnesses.

Relatively normal profiles for

bipolars and abnormal profiles for unipolars were again evident
during acute symptom phases.

However, when measured again at a

remission phase, these differences between the two groups essenti
ally disappeared.
Donnelly et al. (1976) suggested that the differences between
bipolar and unipolar subjects are exclusive to the acute depressive
phase of the disorders, bringing into question the argument that dis
tinct premorbid personality styles differentiate between these groups.
The investigators suggested that the "attenuation of psychopathology
in bipolars may represent the successful denial of conflict in
pathology by activity or by other-directed behavior often attributed
to manic-depressive patients" (p. 236).

They noted that their earlier

finding, of a more global perceptual approach to the Rorschach by
bipolars during acute symptom phases, was consistent with this
inference.
A recent study by Donnelly, Murphy, and Waldman (1980) compared
bipolar and unipolar groups once more on the MMPI using 55 additional
special scales focused on affective disorders.
that bipolar patients may attenuate

the

The results suggested

display of pathology during
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acute phases of their illness by use of the defenses of denial and
somatization.

The investigators suggest that the greater appearance

of normalcy displayed on the MMPI by bipolars may really be a product
of their effective use of particular defenses.
Recent research and current systems of classification of mental
disorders support the premise that depression is not a unitary
phenomenon.

In an investigation of the relationship of personality

to depression, one must identify the type of depression being ad
dressed,

Primary depression and secondary depression must be dis

tinguished, especially in any investigation of predisposing personality
traits.

Because secondary depression is assumed to be related to the

presence of a preexisting, nonaffective illness, the premorbid
personality traits of individuals so affected could be expected to
be different than those of individuals with primary depression.
' Findings regarding the differences in personality in relation to
unipolar and bipolar affective disorders are mixed.

Recent studies

have provided evidence that such differences disappear when these two
groups are compared after their acute symptoms have abated.

Although

the findings are mixed at this time, recent studies suggest that clear
distinctions in basic personality traits may not exist between uni
polar and bipolar patients when the effect of the patients' acute
symptom states are sufficiently controlled.

Until the nature of the

differences between unipolar and bipolar categories is clarified by
further research, it would appear important to distinguish between
these two categories in a study of the relationship of personality
and depression.
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The Assessment of Depression and Personality

Assessment of Depression

A number of instruments designed to objectively assess depression
have been developed in recent years.
basic types:

These instruments are of two

observer-rating scales, and self-report measures.

Observer-rating scales require assessment of depressive symptoms
by someone who observes the patient.

Self-report measures ask the

patient to report his or her symptoms.
Observer-rating measures have the possible advantage of identi
fying observations of symptoms of which the patient may be unaware.
Self-report measures have the advantage of being more easily and
economically administered. One might also argue that patients can
more accurately report their symptoms than can observers.

Studies

by Seitz (1970) and Schnurr, Hoaken, and Jarrett (1976) indicate
that depression can be assessed with comparable accuracy using
either observer-ratings or patient self-reports.
Schnurr et al. (1976) compared five depression measures:

the

Hamilton Rating Scale for Depression, the Wechsler Depression Rating
Scale ; the MMPI-D Scale, the Beck Depression Inventory, and the Zung
Self-Rating Scale.

The first two scales are observer-rated, while

the latter three are self-report measures.

The conclusion reached

was that, "All the measures correlated well with one another" (p. 475).
Seitz (1970) compared four self-report measures:

the Zung

Self-Rating Depression Scale, Miskimin's Self-Goal-Other Discrepancy
Scale (MSGO), the D

scale of the Minnesota Multiphasic Personality
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Inventory (MMPI), and the Beck Depression Inventory.

He found that

all these inventories generally correlated quite highly with each

To facilitate testing of large numbers of subjects, a selfreport measure is the preferred type of instrument for assessment
of depression in this investigation.

The two most widely used

self-report measures are probably the Self-Rating Depression Scale
(SDS) developed by Zung (1965), and the Beck Depression Inventory
(BDI) developed by Beck, Ward, and Mendelson (1961).
The SDS and the BDI are similar in terms of method and time
required for administration.

Studies have also shown high corre

lations between the results of the two instruments.

Seitz (1970),

in a comparison of five depression measures, reported the highest
correlation (.83) between the SDS and BDI.

Meites, Lovallo, and

Pishkin (1980) reported that the BDI and SDS appeared to yield
similar factors when subjected to factor analysis.
The primary difference between the BDI and the SDS appears to
lie in the dimension used to assess depression.

Although both measure

the individual's subjective experience of depression, the SDS requires
a judgment of the frequency of depressive symptoms, whereas the BDI
requires a judgment of the intensity or severity of depressive symp
toms.

Meites et al. (1980) also noted that the SDS, in comparison

with the BDI, tended to fail to identify depressed patients who
presented primarily with somatic complaints.
Based on the studies reviewed, it appears that either the SDS
or the BDI would provide an adequate method for the assessment of

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

50

depression in this investigation.

In view of its extensive use in

previous studies with clinical populations and its possible superi
ority in identifying depression masked by somatic complaints, the
BDI appears to be the preferred instrument for assessing depression.

Assessment of Personality

Several studies have investigated the relationship between
specific, isolated personality traits and depression.

The specific

personality features studied have included hysterical traits,
obsessional traits, hostility and neuroticism.

Many standardized

instruments exist which are designed to measure such singular,
specific features of personality.
The purpose of this investigation is not to focus on a singular
personality trait, but rather to study the relationship of a broad
range of personality styles or traits to depression.

The number of

objective personality instruments available to assess a broad range
of personality features with a clinical population is rather limited.
This researcher's review of the studies in personality and depression
suggests that primarily three instruments have been used to measure
personality in a broader and more comprehensive manner.

Those

instruments are the Minnesota Multiphasic Personality Inventory
(MMPI), the Maudsley Personality Inventory (MPI), and the Eysenck
Personality Inventory (EPI).

The following section will review the

suitability of these instruments for the assessment of personality
in

this investigation.

An additional instrument which has recently

been developed by Millon (1983), the Millon Clinical Multiaxial
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Inventory (MCMX), will also be reviewed.
The MMPI (Dahlstrom, Welsh, and Dahlstrom, 1972) is likely one of
the most widely used and extensively researched objective personality
measures.
Many studies have investigated the relationship between MMPI
measures and depression,

Rhodes and Rice (1977) noted that several .

studies have found a relationship between depression and the MMPI
scales associated with anxiety (Psychasthenia), somatic concerns
(Hypochondriasis), repression and denial (Hysteria), and most
notably, the Depression scale.

Silver, Isaacs, and Mansky (1981)

found a strong relationship between depression and the Depression,
Psychasthenia, and Schizophrenia scales of the MMPI.
Although it is one of the most established objective personality
measures available, there are disadvantages in considering the MMPI
for the purpose of personality assessment in this investigation.

The

MMPI has a large number of items and requires considerable time to
administer.

In view of its length, it may well be more difficult

to obtain complete and valid test protocols from voluntary subjects.
An even more important consideration is the fact that the MMPI was
not intended to specifically measure stable, premorbid personality
traits independent of acute symptoms.

Rather, its original purpose

was to classify psychiatric patients according to diagnostic cate
gories.

Several of the MMPI scales are recognized to be clearly

related to levels of symptom severity.

The sensitivity of the MMPI

to symptom severity has been demonstrated in studies by Donnelly and
Murphy (1973), Donnelly, Murphy, and Goodwin (1976), and Donnelly,

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

52

Murphy, and Waldman (1980).
Because a primary goal of this investigation is to assess stable
premorbid personality traits in a clinical population, this charac
teristic of the MMPI detracts from its value in addressing the
research questions in this investigation.
The MPI (Metcalfe and Goldman, 1965) and the EPI (Eysenck and

.

Eysenck, 1964) have been used frequently in personality research with
psychiatric patients.

Kendell and Discipio (1968) noted that the MPI

and EPI are basically similar and highly correlated instruments, but
describe the EPI as the successor to the MPI.

The EPI has the

advantages of parallel forms and higher retest reliablity.

Both

instruments provide scores on two basic personality dimensions,
a Neuroticism, (N) and an Extraversion (E) scale.

The EPI also

provides a measure on a Psychoticism (P) scale.
Although the dimensions measured by these instruments were
initially described as trait factors (Kendell and Discipio, 1968),
subsequent studies have found that the N and E scales tend to have
significant relationships to levels of depression.

Studies by

Metcalfe (1968), Kendell and Discipio (1968), and Julian et al.
(1969) have indicated significant differences between patients'
scores on the N and E scales when measures made under depressed and
recovered conditions were compared.

Generally, the studies reviewed

have found a direct relationship between depression and Neuroticism
and an inverse relationship between depression and Extraversion
(Vaz Serra and Pollitt, 1975).

Consequently, it does not appear that

the MPI or EPI have demonstrated the capacity to measure personality
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traits independent of symptom levels.

In addition to this limitation,

both the MPI and the EPI measure relatively global personality dimen
sions, whereas the thrust of this investigation is to investigate
the relationship of more clinically specific personality traits
and their relationship to depression.
The Millon Clinical Multiaxial Inventory (MCMI) (Millon, 1983) .
is a relatively new objective personality measure.

Because of its

recent development, the MCMI has not been researched extensively;
however, it offers several distinct advantages for personality
assessment.
The MCMI is a 175-item, true-false personality inventory de
signed specifically for use with a clinical population.
is geared to an eighth grade reading level.

Test content

The relatively small

number of total items allows the test to be completed by most sub
jects in 15 to 25 minutes.

Because of the relatively brief time

required for administration, the problem of eliciting subject parti
cipation in the completion of a lengthy instrument may be avoided.
The development of the MCMI by Millon (1983) has been based in
a specific theory of personality and psychopathology (Millon, 1969,
1981).

Consequently, the scales and profiles measure theory-derived

variables.

The measures obtained are able to "suggest specific

patient diagnoses and clinical dynamics, as well as testable hypo
theses about social history and current behavior" (Millon, 1983,
p. 1).
In addition to being theory-based, the MCMI scales are coor
dinated directly with the diagnostic system and categories of the
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DSM III.

Millon was a member of the task force that developed the

DSM III; consequently, the MCMI and the DSM III have a similar con
ceptual basis and share diagnostic criteria.
This chapter has reviewed the literature regarding the relation
ship of personality and depression.

A historical review of theore

tical trends, an overview of contemporary theories, and a review of
recent research into personality and depression has been made.

Per

sistent methodological problems have made it difficult to verify a
relationship between premorbid personality traits and depression.
Although several patterns of behaving and thinking are apparently
related to depression, whether they are a cause or effect of depres
sion is open to question.

It is hoped that this investigation will

provide information which is relevant to that question.
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CHAPTER III

METHOD

Population and Sample

Population

The population for this study was defined as all patients
admitted to Ward Two South of the Mid Missouri Mental Health Center,
between February 17, 1982, and August 31, 1982.

The population was

comprised of adult men and women who were 18 years of age or older,
were generally of average intelligence, and represented a crosssection of the immediate urban community and the surrounding rural
areas.

The Mid Missouri Mental Health Center (MMMHC) is a regional

center and as such, serves a large geographical area in central
Missouri.

That region includes the city of Columbia, with a popu

lation of approximately 60,000.

The region includes a large popu

lation of professionals and a major university, as well as many small
towns and villages and an extensive rural area.

As a result, the

population for this study was drawn from a wide range of educational
and socioeconomic backgrounds.
MMMHC is one of three regional mental health centers serving the
state of Missouri.

The center provides outpatient and inpatient

mental health services for children, adolescents, and adults.

Nine

community clinics are located throughout the region to provide readily
accessible outpatient services.

The community clinics refer patients
55
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to the regional center when services needed exceeded their resources.
Other referral sources include schools, law enforcement agencies,
clergy, private physicians or mental health professionals, other
hospitals, patients' families or the patients themselves.
Adult inpatient services are provided in two inpatient care
units, each containing 20 beds:

Wards Two North and Two South.

Both units serve the same population and are designed to provide
primarily acute, short term care for both men and women.

Patients

in need of long term hospitalization are admitted to other psychiatric
hospitals in the state system.

On some occasions, patients are ad

mitted to one of the acute care units and subsequently transferred to
a long term care facility when it is determined that long term care
is needed.

All patients admitted to Ward Two South were potential subjects
for this study.

After admission and completion of a diagnostic and

treatment plannning staffing, patients were contacted by the resear
cher.

The nature and purpose of the study were described and patients

were asked to participate by agreeing to complete the criteria
instruments.

Patients were informed that their participation was

voluntary, that feedback regarding the test results would be avail
able and that their participation would not affect their treament or
length of inpatient stay.

Subjects were also informed that they

would be asked to complete the tests again immediately before their
discharge.
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Based on criteria described by Millon (1983), patients with a
diagnosis of organic brain syndrome were excluded from the study.
Based on studies cited earlier which question a unitary concept of
depression and describe bipolar and unipolar depression as distinct
disorders, patients with a diagnosis of bipolar disorder were ex
cluded from the study.

Consistent with Millon's (1983) criteria,

patients who were extremely fatigued, apprehensive, actively con
fused, intoxicated, or extremely sedated were not contacted until
those symptoms had abated.

In some cases, those patients later

agreed to participate in the study.
A number of patients were, of course, excluded because they
refused to participate in the study.

Additionally, a large number

of patients (33) completed the criteria instruments at the admission
phase but were not tested prior to discharge.
several reasons.

This occurred for

In a few cases, patients refused to complete the

instruments a second time.

Additionally, some patients who had been

admitted voluntarily were discharged unexpectedly against medical
advice and could not be tested before discharge.

In several in

stances, because of problems with communication among the numerous
staff members involved in discharge planning, patients were dis
charged before the investigator was informed and discharge testing
could be completed.

Patients who did not complete the criteria

instruments prior to discharge were excluded from the study.

Finally,

protocols of four patients were excluded because results generated
on one of the administrations of the MCMI were interpreted by the
automated report as unreliable.
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The resulting sample consisted of 34 subjects:
females.

14 male and 20

Twenty-three subjects were classified as unipolar depressed.

Eleven were classified as non-depressed.

The mean age of the males

was 34.0 years; the mean age of the females was 33.7 years.
mean age was 33.8 years.

for males and 10.9 years for females.
was 11.1 years.

Overall

The mean educational level was 11.4 years
Overall mean educational level

Mean length of hospitalization was 19.4 days for

males and 20.3 days for females.

Overall mean length of hospitali

zation was 19.9 days.

Diagnostic Conditions

For the purposes of this study, the term "depression" refers to
primary as opposed to secondary depression and to unipolar as opposed
to bipolar disturbance of mood.
A primary depression was defined as a disturbance of mood which
is not due to any other physical or mental disorder.

Unipolar

depression was defined as a mood disturbance in which there is no
current manifestation or history of manic or hypomanie episodes.
Symptoms exist exclusively on the depressive end of the continuum.
As such, the term depression as used in this study encompassed the
following DSM III diagnoses:

Major Depression, Dysthymic Disorder,

and Adjustment Disorder with Depressed Mood.

Criteria Instruments

The following instruments were used for the assessment of
depression and personality.
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Beck Depression Inventory

The Beck Depression Inventory (BDI) (Beck et al., 1961) is one
of the most widely used self-report depression inventories.

It has

been shown to correlate well with other depression inventories and
with clinical ratings of depression.

It can be simply and quickly

administered and lends itself well to investigations in which many
administrations must be completed.

The inventory may be administered

by an interviewer with minimal training or may be self-adminstered
with patients who have adequate reading skills.

The BDI yields a

numerical score, facilitating comparison with other quantitative

The BDI was designed to measure the depth or severity of
depression.

Its developers have attempted to include all the symp

toms integral to the depressive syndrome and to grade the intensity
of the symptoms.
The inventory consists of sets of statements related to 21
categories of symptoms and attitudes which reflect the criteria
generally used in making clinical judgments regarding the intensity
of depression.

The intensity of the manifestation of each symptom

is measured by asking the patient to endorse one of four statements
ranked to represent increasing levels of symptom severity, from
neutral to maximum severity.

Numerical values ranging from zero to

three are assigned each statement within a category to indicate the
degree of severity.

A total score is obtained by summing the

numerical score of each symptom category.
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Beck (1967a) reports that the items for the BDI were chosen on
the basis of their relationship to the overt behavioral signs of
depression.

Observations were made of the characteristic attitudes

and symptoms of depressed patients.

Those which were specific for

depression and which were consistent with the psychiatric literature
were selected.

The selection of items does not reflect any theore

tical orientation regarding the etiology or processes of depression.
Initial reliability of the BDI ratings of intensity of depression
was evaluated by comparing patients' BDI scores with ratings made by
psychiatrists (Beck and Bearaesderfer, 1974).

A sample of 409 patients

was drawn from the psychiatric admissions to the outpatient and
inpatient departments of two Philadelphia hospitals.

Each patient

was given the BDI and was assessed in a pyschiatric interview.

One

half of the patients were tested with the BDI before being inter
viewed, and one half were tested following the interview.

The

psychiatric rating interviews were structured using specific indices
for making a judgment regarding the depth of depression.

A four point

scale ranging from none, to mild, moderate, and severe was used to
grade the severity of the symptoms in order to increase uniformity
among raters.

A global rating of depth of depression was also made

without reference to the numerical scales.

Each patient was seen

by two psychiatrists to provide independent ratings of the depth of
depression.

Comparison of results of ratings among psychiatrists

indicated close agreement on ratings in 97 percent of the cases.
Reliability of the BDI was evaluated further by two methods
(Beck et al., 1974).

Using 200 patient protocols, the score for
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each of the 21 categories was compared to the patient's total score.
All categories showed a significant positive relationship (p < .001)
to total score, indicating a high level of internal consistency.
Next, 97 cases were selected to assess split-half reliabilty.

With

a Spearman Brown correction for attenuation, this analysis yielded
a correlation coefficient of .93.
Concurrent validity was evaluated by examining how well results
of the BDI correlated with clinical ratings and other measures of
depression (Beck et al., 1974).

Beck reports correlations ranging

from .65 to .73 in studies which compared the BDI to clinicians'
ratings.

Several studies have compared the BDI with other standar

dized measures of depression.

Hamilton (cited in Beck et al., 1974,

p. 158) found a correlation coefficient of .75 between the BDI and
his own Hamilton Rating Scale.

Seitz (1970) reported a correlation

of .83 between the BDI and the Zung Self-Rating Depression Scale.
Seitz, in the same study, found a correlation of .58 between the BDI
and the D

scale of the MMPI.

Although this is lower than the cor

relation with other scales, it is significant at the .01 level.
Beck et al. (1974) evaluated construct validity of the BDI by
examining the ability of the test to make predictions based on the
construct it was designed to measure, in this case, depression.
Beck also reported several studies confirming a significant relation
ship between depression scores as measured by the BDI and variables
which were predicted to co-exist with depression, based on prevalent
theories of depression.

BDI scores were found to be related to

"masochistic" dreams, negative self-concept, identification with

-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

62

"the loser" in picture stories, a prior history of childhood bereave
ment, and a tendency to be excessively pessimistic after experi
mentally induced "failure" at a task.

Especially interesting in

relation to classical psychoanalytic theory about the role of
hostility in depression, is the report by Gottschalk (cited in
Beck et al., 1974, p. 160).

Gottschalk reported a significant

positive relationship between scores on the BDI and scores on a
"hostility-inward" scale.

He found a negative relationship between

BDI scores and scores on a "hostility-outward" scale.

This is

consistent with the "aggression turned inward" hypothesis of psycho
analytic theory.
Beck et al. (1974) also examined the relationship between BDI
scores and extraneous variables.
found between BDI scores and sex.

A significant relationship was
Females tended to score higher.

Beck reported, however, that clinician's ratings of depth of de
pression also correlated positively with female sex.
ship did not appear to be an artifact.

This relation

Correlations between

depression scores and race and age were negligible.

A significant

correlation between BDI scores and educational level was found.
Patients with lower educational levels tended to produce higher BDI
scores.

This relationship was not found with clinicians' depth of

depression ratings.

Beck suggested that this relationship could be

the result of a response set among less educated patients.
Several factor analytic studies of the BDI have been conducted.
Pichot and Lamperiere (cited in Beck et al., 1974, p. 162) reported
four factors:

vital (physiological signs) depression, self-debasement
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pessimism-suicide, and indécision-inhibition.
(Beck et al., 1974) yielded three factors:

Beck's own study

negative view of self

and future, physiological signs, and physical withdrawal (work inhibi
tion, fatigability, and somatic preoccupation).

Beck reported that

no arbitrary cut-off scores on the BDI can be established for all
purposes.

The cut-off scores must be selected based on the charac

teristics of the patient sample and the purpose for which the measure
is being used.

The clinician or investigator must decide how many

false-positives and/or false-negatives are acceptable.

Beck suggested

that for research purposes,

a high cutting score of 21 should beused

to minimize false-positives

and obtain a relatively pure group of

depressed patients.

As a screening device to detect depression and

to avoid false-negatives, a cut-off score of 13 was recommended.
few depressed patients will

Very

"be missed" with this cutting point.

Although not necessarily appropriate for research purposes.
Burns and Beck (1978) reported normative data establishing the
following cut-off scores for

the BDI:

zero-nine, minimal or no

depression; 10-14, borderline depression; 15-20, mild depression;
21-30, moderate depression; 31-40, severe depression; 41-63, very
severe depression.

Millon Clinical Multiaxial Inventory

The Millon Clinical Multiaxial Inventory (MCMI) (Millon, 1983)
is an objective personality measure which includes scales measuring
a broad range of basic personality styles.

These scales are intended

to measure characterological traits independent of clinical symptoms.
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Although the MCMI was developed only recently and has not been ex
tensively researched, the fact that it provides scales intended to
measure characterological traits in a clinical population makes it
uniquely suited to the investigation of the research question in
volved in this study.
The MCMI is an objective personality inventory which yields 20 •
scales.

The 20 scales of the MCMI were developed to reflect the

distinction made by the DSM III between Axis I and Axis II cate
gories.

Eleven scales (1-8) and S, C, and P measure the more endur

ing personality characteristics of patients.
to DSM III Axis II categories.

These scales relate

The remaining nine scales measure

acute clinical disorders linked to Axis I categories.

Thus, the

MCMI uses separate scale types to distinguish more enduring per
sonality traits from acute symptom disorders.

According to Millon

(1983), this enables the MCMI to assess the premorbid charactero
logical pattern of a patient independent of the degree of pathology.
The 11 "Axis II" scales are divided into two categories.

The

first group consists of scales 1-8, which measure the pattern of
traits comprising the basic personality structure.

The second group,

scales S, C, and P measure a greater level of severity, or decom
pensation of that basic structure.
"Axis I" scales are of two types.

Likewise, the remaining nine
Moderately severe clinical

syndromes are measured by scales A, H, N, D, B, and T.

More severe

syndromes of a "psychotic" nature are measured by scales SS, CC,
and PP.
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In the development of the MCMI, Millon followed a procedure in
which items and scales were increasingly refined and screened by
being examined in three sequential component phases:

a substantive,

structural, and external phase, as suggested by Jackson and
Loevinger (cited in Millon, 1983, p. 31).

In the first

"theoretical-substantive" phase (Millon, 1983), the task was to
examine the degree to which the content of the test items was
related to and based on an explicit theoretical framework.

In the

second phase which Millon called "internal-structural", items were
evaluated to determine how well they conformed to the instrument's
model.

In order to survive this phase, MCMI items had to maximize

scale homogeneity, display overlap with other theoretically con
gruent scales, have acceptable levels of endorsement frequency,
and be stable over time.

The third phase which involves "external-

criterion" validation, included only those items which had met the
requirements of the two previous validation procedures.

This phase

involved an examination of the relationship between each test scale
and several external measures of the trait or syndrome supposedly
measured by that scale.

This was accomplished by correlating

results obtained on preliminary forms of the test with relevant
clinical behaviors (Millon, 1983).
Administration of the
self-report inventories.
for each of the 175 items.

M CM I

follows the format typical for

Patients select a true or false response
Patients should be over 17 years of age

with at least eighth grade reading skills.

The test was developed

solely for a clinical population, that is, persons who are involved
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in a program of assessment, counseling or therapy related to mental
health.

Millon (1983) cautions that subjects should not be tested

if they are extremely fatigued or apprehensive, in acute pain, in
a confused or psychotic state, suffering from an acute organic
brain disorder, intoxicated or markedly sedated.
The MCMI is computer scored.

A computer-generated Profile

Report and a more extensive automated Interpretive Report are
available.
The normative population of the MCMI consisted of several
groups of non-clinical subjects and clinical patients who were
involved in psychological assessment or psychotherapy.

Two hundred .

and ninety-seven non-clinical subjects were selected from various
settings.

More than 1,800 clinical subjects were drawn from 108

hospitals and outpatient centers.

More than 200 clinicians from

the United States and Great Britain provided patient test protocols.
Subsequent normative data was gathered in 1981 from

more than

43,000 patients. This population consisted of 46 percent males and
54 percent females.

Eighty-four percent were outpatients and 16

percent inpatients.
The MCMI uses base-rate scores rather than standard scores.
Millon (1983) described this as a more appropriate method in view
of the purpose of the MCMI.

Standard scores assume a normal dis

tribution of the dimensions being measured.

However, the dimensions

of personality type and clinical syndrome measured by the MCMI
cannot be assumed to be normally distributed in a patient
population.

Also, base-rate scores are more appropriate because
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the purpose of the MCMI is not to establish a patient's location on
a frequency distribution, but rather, to establish whether a patient
is a member of a particular diagnostic entity.
Base-rate scores are obtained by transforming raw scores.
That transformation is accomplished based on known data regarding
the prevalence of personality type and syndromes and by using cut
ting lines designed to optimize correct diagnostic classification.
Data regarding prevalence of each MCMI personality and syn
drome scale were gathered in two external validation studies
involving more than 970 patients.

In these studies, clinicians

were asked to judge the fit of clinical descriptions associated
with the MCMI scales to their patients.

The data from these

studies were used to establish arbitrarily two cutting lines for
each scale.

A base-rate score of 74 was set as the cutting line

above which scale percentages corresponded to the clinically
judged prevalence rate for "oresence" of the dimension measured
by the scale.

In similar fashion, a base-rate score of 84 was

set as the cutting line above which scale percentages corresponded
to the clinically judged prevalence rate for the "highest" per
sonality or symptom feature (Millon, 1983).

Percentages at, above,

or below che cutting line vary depending on the personality type
or symptom disorder.

Base-rate scores were established so that

the frequency of MCMI single-scale diagnoses and profile patterns
corresponded as much as possible to the prevalence base-rates
established by clinical judgment in the external validation studies.
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Millon (1983) reported test-retest reliability on two separate
clinical populations.

Both groups were involved in active psycho

therapy, possibly contaminating reliability measures due to treat
ment effects.

The first group consisted of 59 patients who were

tested twice with an average interval of one week between testing.
The second group of 86 patients were tested with an interval between
testings of approximately five weeks. Reported reliability coef
ficients for the first group were generally in the mid-eighties,
which Millon describes as an acceptable level for a population of
this kind.

The coefficients for the second group tested at five

week intervals were somewhat lower, probably reflecting the influ
ence of treatment effects occurring during the increased time
interval between testing.

Reliability coefficients were highest

for the scales measuring personality patterns, most measuring in
the .80 range.

Pathological personality scale reliabilities were

lower, averaging in the high .70 range.

Clinical syndrome scales

had the lowest reliabilities, generally in the mid .60 range.
Millon (1983) noted that these reliability trends among scale
types were consistent with the construction of the scales.

The

basic personality patterns would be expected to be most stable.
The pathological personality scales and especially the clinical
syndrome scales could be expected to be less stable, representing
more transient constructs and being more susceptible to changes
due to time and in response to therapeutic intervention.
Although the MCMI scales were not intended to be factorially
pure, it was expected that scale homegeneity would be relatively
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high since the scales were designed to measure diverse symptoms
which together represent clear clinical syndromes.

Using the

Kuder-Richardson Formula 20, Millon (1983) reported a median KR
coefficient for all scales of .88 with individual scales ranging
from .58 to .95.

Millon (1983) stated that "relationship among

the scales of a test should follow a pattern that corresponds to
the structural features of an instrument's theory" (p. 48).
Structural validity was

tested by studying item overlap, scale

intercorrelations, and by factor analyses.

Millon (1983) re

ported that the pattern of item-scale overlap conformed closely
to the test's underlying theoretical model.

Intercorrelations

among scales also followed the patterns predicted from the
theoretical model.
factors.

Use of factor analytic procedures yielded four

Three of the four factors accounted for 85 percent of

the variance.

The three major factors were characterized by;

depressive and labile emotionality versus emotional restraint and
denial ; paranoid thinking with grandiosity and hostility; schizoid
behavioral detachment versus sociability and self-confidence.
tor four carried a minor portion of the variance.

Fac

This factor

related to social restraint and conformity versus social aggression
and rebellious behavior.
In discussing external validity, Millon (1983) stated that
correlations between the MCMI and other similar tests are less
important than the relationships between the MCMI and relevant
non-test, clinical behaviors.

Nevertheless, intercorrelational

studies were conducted comparing the MCMI with the MMPI (including
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both basic and Wiggins content scales), the Psychological Screening
Inventory, and the Symptom Distress Checklist.

The major findings

of these studies suggest the MCMI had adequate convergent validity
with "comparable" instruments.
External validity was examined further by asking 23 clinicians
to compare and rate several different automated test interpretations
generated by patients who were well known to the clinicians.

Inter

pretations from the Roche Laboratory MMPI system, the Pearson,
Swenson MMPI program and the NCS MCMI Interpretive Report were
compared.

Clinicians rated the test reports based on information

provided, descriptive accuracy and report format and utility.
Raters judged the Roche MMPI and the MCMI superior to the Pearson,
Swenson MMPI.

The narrative report format of the MCMI was judged

superior to the Roche MMPI.

Generally, the MCMI was rated most

accurate in terms of personality and interpersonal assessment.
Millon (1981) described his model as a biosocial-learning
theory.

The model is based on concepts derived from the combination

of a few constructs.

Eight basic styles of personality are formed

logically from a 4 x 2 matrix consisting of two basic dimensions.
The two dimensions relate to where and how the individual seeks
to satisfy the need to achieve gratification and avoid distress.
Source of gratification and instrumental behaviors employed are
the central features distinguishing the various personality
patterns.

A list of the personality scales and their corresponding

DSM III classification follows:
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MCMI
Personality
Scales_______Pattern

MCMI
Classification

DSM III
Classification

1

Passive-Detached

Schizoid-Asocial

Schizoid

2

Active-Detached

Avoidant

Avoidant

3

Pass ive-Dependent

Dependent-Submissive

Dependent

4

Active-Dependent

Histrionic

Histrionic

5

Pass iver-Independent

Narcissistic

Narcissistic

6

Active-Independent

Antisocial-Aggressive

Antisocial

7

Passive-Ambivalent

Compulsive-Conforming

Compulsive

8

Act ive-Ambiva lent

S

Detached

Passive AggressiveNegativistic
Schizotypal-Schizoid

Passive
Aggressive
Schizotypal

C

DependentAmbivalent

Borderline-Cycloid

Borderline

P

Independent. .,Ambivalent

Paranoid

Paranoid

The remaining scales of the MCMI relate to clinical symptom
syndromes and correspond with DSM III Axis I diagnoses.

The

symptom disorders measured by these scales are in most cases,
reactive in nature, i.e. a response to a stressor, and are more
transient than the dimensions measured by the personality scales.
The first six scales represent disorders of more moderate severity.
The latter three represent disorders of marked severity.

The

clinical symptom scales are as follows:
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MCMI
Scale

MCMI
Classifications

DSM III
Classifications

A

Anxiety

H

Somatoform

Somatoform Disorders

N

Hypomanie

Manic Disorder, Moderate

Anxiety Disorders

D

Dysthymic

Dysthymia

B

Alcoholic Abuse

Alcohol Abuse

T

Drug Abuse

Drug Abuse

SS

Psychotic Thinking

Schizophrenic Disorder

CC

Psychotic Depression

Major Depression

PP

Psychotic Delusion

Paranoid Disorders

Procedures

Two diagnostic procedures were used to classify subjects as
depressed and non-depressed:

a clinical interview and the

administration of the BDI.
The clinical interview was completed as a part of the routine
assessment conducted for all inpatients following admission.

The

clinical interview was conducted with each patient on the first
working day following admission.

Present in the interview, in

addition to the patient, were a psychiatrist who supervised the
inpatient unit,

a psychologist, a social worker, activity

therapists, and psychiatric nurses.

Previous psychiatric history

(if any) was reviewed and the patient was interviewed by a psy
chiatrist and other staff members.

At the conclusion of the

interview, the multidisciplinary team, under the direction of a
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psychiatrist, established a diagnosis and developed a treatment

The second diagnostic condition for depression relied on the
results of the Beck Depression Inventory.

The BDI was administered

to all patients who participated in the study following their ad
mission and immediately prior to their discharge, providing measures
during both an acute and recovered phase of their illness.

Based

on the recommendations by Beck et al. (1974), cut-off scores for
the BDI were selected with the intention of assuring relatively
"pure" groups of non-depressed and depressed subjects.

A rela

tively high cut-off score of 20 was selected to identify depressed
subjects.

A low score of 13 was chosen to identify a non-depressed

Subjects were defined as belonging to the initially depressed
group based on their meeting two criteria:

a clinical diagnosis

consistent with the guidelines described earlier for primary,
unipolar mood disturbance and a BDI score of 20 or greater follow
ing admission.

Subjects were defined as initially non-depressed if

they achieved a score of 13 or less on the BDI following admission.
A group of recovered depressed subjects was identified by
examining discharge BDI scores of all patients defined as depressed
when admitted.

Fourteen initially depressed subjects whose

discharge BDI scores fell at or below the BDI cut-off score of 13
were defined as recovered depressed.

Initially depressed subjects

with discharge BDI scores greater than 13 were classified as non
recovered depressed.

Nine subjects were included in this group.
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A classification regarding personality pattern was made based
on the results of the MCMI.

As was the case with the BDI, the MCMI

was administered to all subjects following admission and immediately
prior to discharge.

The MCMI protocols were computer scored and an

automated Profile Report was generated for each subject.

The

Profile Report provided a profile of each subject's raw and base
rate scores for each of the 20 scales of the MCMI.

Subjects'

scores on the eight basic personality scales were used to establish
the personality patterns which were then used for comparisons of
experimental groups.

Statistical Hypotheses

The original research question asked whether a relationship
exists between premorbid personality trait patterns and primary
unipolar depression.

A second research question asked whether a

relationship exists between personality trait measures made during
acute and recovered phases of a patient's depressive illness.

The

following hypotheses were formulated to test these questions.

The

hypothese are presented in null form.

Hypothesis One

There will be no significant differences between the mean
scores of the initially depressed group of subjects and the ini
tially non-depressed group of subjects on the eight basic personal
ity scales of the MCMI.
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Hypothesis Two

There will be no relationship between mean scores of the eight
basic personality scales obtained pre- and post-recovery for the
recovered depressed subjects.

Statistical Analyses

To test for differences between the personality measures of
initially depressed and initially non-depressed subjects, the
SPSS-ANOVA computer program was used to calculate a one-way
analysis of variance for each of the eight MCMI basic personality
scales between these two groups.
To assess the relationship of personality measures of de
pressed subjects taken during depressed and recovered phases of
illness, a Spearman Rank Order Coefficient of Correlation (rg) was
computed for each of the eight MCMI basic personality scale scores
between measures made during depressed and recovered phases of
illness.
To further examine the relationship between personality pat
terns of depressed subjects during depressed and recovered phases
of illness, a t-test was conducted to test for differences between
the means of each of the eight MCMI basic personality scale scores
obtained from subjects during depressed and recovered phases of
illness.
A level of significance for all statistical analyses was
established at the P < .05 level.
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CHAPTER IV

RESULTS

This chapter will present the results of the statistical
analyses conducted to test the hypotheses described in Chapter III,
Additional analyses indirectly related to the statistical hypotheses
were also conducted and will be described.

The results of the tests

of the statistical hypotheses and the additional analysis of data
will be discussed in terms of implications regarding the original
research questions.
the parameters of

Implications of the results which go beyond
the original research questions will also be

discussed.

Data and Their Analyses

To test the research questions involved in this investigation,
two statistical hypotheses were developed.

The statistical hypo

these are presented here in the null form.

Hypothesis One

There will be no significant differences between the mean
scores of the initially depressed group of subjects and the initi
ally non-depressed group of subjects on the eight basic personality
scales of the MCMI.
A one-way analysis of variance was conducted between the eight
76
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admission (pre-test) MCMI personality scales of depressed and nondepressed subjects.

Table 1 shows the results of this analysis.

A comparison of the personality scale profiles of depressed and
non-depressed subjects is presented in Figure 1.

Table 1
Analysis of Variance of MCMI Personality Scales
Between Initially Depressed and Initially
Non-Depressed Subjects
MCMI
Personality
Scales

F-Ratio

F Probability

S q %

1

4520.77

11.21

.0021 *

2

11037.61

33.38

.0000 *
.1246

3

1685.75

2.49

4

3011.87

5.15

.0302 *

5

7759.70

18.43

.0002 *

6

3508.96

7.57

.0097 *

7

7507.24

22.55

.0000 *

18541.23

61.96

.0000 *

8
Note.

N = 34
df = 32
*P < .05

The results show significant differences between groups on all
scales with the exception of scale 3.

The lowest level of signi-

cance among the scales showing significant differences appears on
scale 4, with a difference significant at the P

<. .302 level.

Based

on these results, the null hypothesis is rejected.
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MCMI Base
Rate Score

MCMI Scales
1

100
90

50

40

■ = Depressed
0 = Non-Depressed

Note. Depressed N = 23 Mean Depression Score = 31.50
Non-Depressed N = 11 Mean Depression Score = 7.09

Figure 1
Mean MCMI Personality Profiles of Depressed and
Mon-Depressed Subjects at Time of Admission
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Hypothesis Two

There will be no relationship between mean scores of the eight
MCMI basic personality scales obtained pre- and post-recovery for
the recovered depressed subjects.
To test for a relationship between subjects' personality scale
scores under depressed and recovered conditions, a Spearman Rank
Order Coefficient of Correlation was completed between admission
and discharge personality scale scores of recovered depressed sub
jects.

The results of this analysis are present in Table 2.

Table 2
MCMI Personality Scale Correlations of
Recovered Depressed Subjects Between
Depressed and Recovered Conditions
MCMI
Personality

Note.

Correlation
Coefficient (rg)

Significance

1

.28

.170

2

.76

.001 *

3

.73

.001 *

4

.73 .

.001 *

5

.31

.139

6

.58

.015 *

7

.78

.001 *

8

.11

.354

N = 14
*P < .05
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The correlations obtained range from a low of .11 on scale 8,
to a high of .78 on scale 7.

Correlations in the .70 range were

obtained on scales 2, 3, 4, and 7.
The correlations obtained were significant for scales 2, 3, 4,
6, and 7.

These correlations ranged from .58 to .78.

Correlations

for scales 1, 5, and 8 were not significant.
The null hypothesis in this case stated that no relationship
would exist between personality measures made during depressed and
recovered phases.

The results obtained show a relationship for five

of the basic personality scales (scales 2, 3, 4, 6, and 7).

How

ever, no significant relationship was found between pre- and post
recovery measures for scales 1, 5, and 8.

Based on these findings,

the null hypothesis is rejected.

Additional Analysis

The results of the analyses thus far have supported the rejec
tion of the first statistical hypothsis.

However, support for the

rejection of the second statistical hypothesis is partial.

Results

regarding the second hypothesis show a significant relationship
between depressed and recovered conditons for some of the MCMI
scales, but no significant relationship for others.

Although the

null hypothesis is rejected, these results raise questions about the
stability of the basic MCMI scales under different levels of symp
tom severity.

Because no significant relationship was found be

tween pre- and post-recovery measures on three of the eight basic
personality scales, it does not appear that these scales provided
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measures of stable premorbid traits.

Instead, they seem to be

responsive to situational manifestations of symptoms.
The research question related to the second statistical hypo
thesis is central to this study.

Are the measures obtained on the

MCMI personality scales stable regardless of the level of symptom
severity?

The direction of results regarding that question has

important implications for the analysis of data related to the
first question.

The first research question asks whether there is

a relationship between premorbid personality traits and primary
unipolar depression.

To assess that relationship, there must be

some confidence that measures on the MCMI basic personality scales
obtained during a psychiatric illness represent traits, that they
are stable and enduring aspects of personality, and that they are
antecedent to, rather than a manifestation of, the illness.
If measures on the personality scales differ significantly
under different levels of symptom severity, then measures made
during acute phases of psychiatric illness cannot be assumed to
represent premorbid characterological patterns.

Instead, it would

be more reasonable to assume that those measures may be reflective
of symptom patterns related to the illness.

If so, then those

measures would not provide valid data for the investigation of
the relationship of characterological patterns and depression.
Regarding the eight basic MCMI scales, Millon (1983) said:
They reflect relatively enduring and pervasive traits
that typify patient styles of behaving, perceiving,
thinking, feeling and relating to others. Although
patients may currently exhibit more distinctive patho
logical symptoms, the features noted refer to their
premorbid characterological pattern.
(pp. 3-4)
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Millon (1983) offered support for the stability of the persona
lity scales by presenting acceptable levels of test-retest reli
ability at two- and five-week measurement intervals, with patients
who were in active psychotherapy.

With a large sample, at a five-

week interval, using a Pearson Product Moment Correlation, Millon
obtained coefficients for the eight scales ranging from .77 to .85.
Because in this study, the results of the test of hypothesis
two offered only partial support for the stability of the MCMI
personality scales under varying levels of symptomatology, addi
tional analysis of the data was conducted.
To further assess differences between MCMI measures of de
pressed subjects made during depressed and recovered phases,
t-tests were conducted between mean scores of the MCMI scales
under each measurement condition.

The results of that analysis

are presented in Table 3.
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Table 3

t-Test of Recovered Depressed Subjects'
MCMI Basic Personality Scale Scores
Between Depressed and Recovered
Conditions

MCMI

Depressed
Condition
Mëan

8.D.

Recovered
Condition
Mean

t-Value

2-Tail
Probability

.001 *

S.D.

1

71.86

19.13

45.21

22.09

4.22

2

83.93

14.96

49.07

22.92

8.70

.000 *

3

76.79

31.10

63.93

27.82

2.14

.052

4

34.43

25.48

51.93

28.49

-3.26

.006 *

5

30.36

18.37

61.07

18.66

-6.08

.000 *

6

34.64

22.03

51.21

19.10

-3.49

.004 *

7

55.79

15.97

82.86

15.27

-10.15

.000 *

80.93

14.78

32.21

20.92

8.65

.000 *

8
Note.

N = 14
BDI score, Depressed 31,.79; BDI score. Recovered 6.14
*P < .05

The results of the t-tests show statistically significant
differences between the means of seven of the eight basic per
sonality scales when comparisons are made between measures con
ducted under depressed and recovered conditions.

The difference

on scale 3, although not significant, approaches significance with
a probability level at the P < .052 level.
To further illustrate the differences in the mean personality
profiles for recovered depressed subjects between depressed and
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recovered conditions, the respective profiles of the eight basic
scales of the MCMI are presented in Figure 2.

MCMI
3ase Rate

■ = Depressed Condition
□ = Recovered Condition

Note.

N = 14

Figure 2
MCMI Profiles of Recovered Depressed Subjects
Under Depressed and Recovered Conditions
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Results of the Spearman Rank Order Correlation analysis and ttests raise important questions about the stability of the MCMI
basic personality scales.

Although Spearman Correlation Coeffici

ents between depressed and recovered conditions are significant for
five scales, they are insignificant for the remaining three.

Scales

2, 3, 4, 6, and 7, which yield significant correlations, when ana
lyzed by t-tests, in all cases but one, show significant differences
between depressed and recovered conditions.
The results of the two tests initially seem contradictory.

It

may be that significant correlations were found, even though means
were significantly different because the changes which occurred
within each individual scale between conditions tended to occur in
the same direction among subjects.
Regardless of the analysis used, it would appear that there is,
at best, weak support for the premise that the MCMI basic scales are
measuring stable, premorbid personality traits when measures are
made under conditions of acute symptomatology.

Argument with this

conclusion could be made on the basis that comparisons were made
only for subjects who showed significant improvement in their Beck
Depression scores, rather than with non-recovered depressed subjects

In the original reliability studies conducted during the
development of the MCMI, Millon (1983) compared test-retest scores
of subjects who were in active psychotherapy.

These studies did

not include a criterion measure to assess level of symptomatology.
Millon (1983) assumed that changes occurred because of ongoing
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treatment between tests.

It is probably safe to assume that changes

in levels of symptom severity between testings were less marked
under these conditions than was the case for recovered depressed
subjects in this study.

To assess the stability of the MCMI mea

sures under conditions involving less change, comparisons were made
between pre- and post-scores of non-recovered depressed subjects.
MCMI scale scores of subjects who did not improve, that is, did not
change from depressed to non-depressed status, were compared be
tween admission and discharge phases,

Spearman Rank Order Corre

lation Coefficients were computed for pre- and post-MCMl scores for
non-recovered depressed subjects.

Table 4 presents the results of

that analysis.
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MCMI Personality Scale Correlations of Non-Recovered
Depressed Subjects Between Pre & Post Tests

MCMI
Personality
Scale

Note.

Coefficient (rg)
Correlation

Significance

1

.70

2

.68

.018 *
.021 *

3

.77

.008 *

4

.57

.055

5

.76

.008 *
.009 *

6

.76

7

.60

.043 *

8

.44

.121

N = 9
Mean Depression Score, Pre-test + 31.33
Mean Depression Score, Post-test = 30.11
* P < .05

Correlation coefficients range from .44 to .76.
correlations were found for scales 4 and 8.

Relatively low

Significant correla

tions were found for scales 1, 2, 3, 5, 6, and 7.

Correlations for

scales 4 and 8 were not significant.
The correlations between pre- and post-MCMI scores of nonrecovered subjects appear somewhat higher than those of recovered
subjects.
.44.

\mong non-recovered subjects, no correlations were below

Among recovered subjects, scales 1, 5, and 8 had correlations

of .28, .31, and .11 respectively.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

t-Tests were also conducted between pre- and post-test MCMI
personality scores of non-recovered depressed subjects.

Table 5

presents the results of that analysis.

Table 5
t-Test Between Pre and Post Test MCMI Personality
Scores of Non-Recovered Depressed Subjects

MCMI
Scales

Pre
S.D.

Post Test
S.D.
Mean

t-Value

2-Tail
Probability

1

81.78

15.74

74.22

33.07

.93

.380

2

96.11

12.14

86.44

25.04

1.26

.245

3

89.78

12.30

72.44

30.32

4

27.22

17.98

28.33

19.33

5

20.33

17.97

29.11

23.43

- 1.94

.089

6

29.78

16.62

37.67

18.99

- 1.87

.098

-

7

43.00

18.08

45.89

26. 70

8

90.89

12.23

80.89

30.03

Note.

N = 9
* P < .05

2.31
-

.19

.050 *
.850

.36

.725

1.13

.292

The results of t-tests also indicate less difference between
pre- and postrMCMI scores for non-recovered than for recovered
depressed subjects.

With non-recovered subjects, a significant

difference between pre- and post-test means was found only for
scale 3.

Differences between pre- and post-mean scores for the

remaining scales are not significant.

In pre- and post-comparison

of MCMI scores of recovered depressed subjects, significant
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differences between means were found for seven scales.

The dif

ference on the remaining scale closely approached significance
(Table 3),
The presentation of mean personality scores for pre- and post
test measures in Figure 3 illustrates the similarity of the profile
patterns at admission and discharge for non-recovered depressed
subjects.

MCMI
Base Rate

MCMI Basic Personality Scales
2

3

4

5

6

7

100
90
80
70
60
50
40
30
20
10

Post-test

0

Figure 3
Pre-Test and Post-Test MCMI Personaltiy Profiles
of Non-Recovered Depressed Subjects
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Additional analysis of differences between personality measures
of recovered versus non-recovered depressed subjects was done by
conducting one way analysis of variance between personality scores
of the two groups at admission and discharge.

Results of these

analyses are shown in Table 6 and 7.

Table 6
Analysis of Variance of MCMI Personality Scàles
Between Recovered and Non-Recovered Depressed
Subjects at Time of Admission

MCMI
Personality
Scales

1

F-Ratio

F-Probability

Square

539.16

1.68

.2089

2

813.05

4.17

.0538

3

924.70

1.41

.2486
.4698

4

284.49

.54

5

550.44

1.66

.2119

6

129.66

.32

.5779

7

895.56

3.17

.0894

8

543.49

2.83

.1075

Note. Recovered Depressed N = 14
Non-recovered Depressed N = 9
df = 22
* P < .05

Results of this analysis show no differences which reach signi
ficance between groups on any of the personality measures at time of
admission.
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Analysis of Variance of MCMI Personality Scales
Between Recovered and Non-Recovered Depressed
Subjects at Time of Discharge

MCMI
Personality

Note,

F-Ratio

F-Probability

1

4909.74

6.42

.0194 *

2

7561.72

13.57

.0014 *

3

397.28

.48

4

3049.94

4.73

.0412 *

5

5595.83

13.18

.0016 *

.4965

.1110

6

1005.47

2.77

7

7486.88

18.00

.0004 *

8

12979.19

21.11

.0002 *

df = 22
* P < .05

Results of the analysis of variance of MCMI scores between
recovered and non-recovered subjects indicates that, at time of
discharge when levels of depression differed significantly, there
were significant differences as well as between groups on several
MCMI scales.
ferences.

Scales 1, 2, 4, 5, 7, and 8 show significant dif

Differences for scales 3 and 6 do not attain significance.

The results of the various analyses of data related to the
stability of the MCMI scales indicate a relatively strong relation
ship between admission and discharge personality scores of subjects
who displayed no substantial change in their level of depressive
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symptoms between testings.

In contrast, however, the relationship

between admission and discharge scores was considerably weaker for
subjects who showed substantial change in levels of depression.
Based on these results, it appears that the basic personality scales
of the MCMI were sensitive to changes in levels of depression.

Per

sonality scores appeared to vary and profile patterns were substan
tially different

for

the same subjects when levels of depression

changed.
The concept of examining the stability of the basic personality
scales of the MCMI by examining test-retest scores for subjects who
have recovered from their depressive symptoms may be faulted because
it does not follow the procedures generally used to examine the
reliability of a test instrument.

However, using these more demand

ing conditions to evaluate the stability of the measures seems
appropriate if the purpose is to measure characterologica1 or premorbid personality traits in the presence of psychiatric symptoms.
As was discussed previously, the problem of measuring personality
in the presence of acute symptoms has consistently been present in
investigations that have sought to make inferences regarding the
relationship of premorbid personality traits to any psychiatric
illness.
Because one of the basic questions involved in this study is
an investigation of the relationship of premorbid personality traits
to primary unipolar depression, it seems important to evaluate the
extent to which personality measures obtained were sensitive to
changes in levels of depression in a given group of subjects.
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Based on the analyses conducted on pre- and post-test personality
scores of recovered and non-recovered depressed subjects, it appears
that the MCMI scales did not remain stable when depression levels
changed.

These results do not support the premise that the MCMI

basic personality scales have provided accurate measures of stable
enduring traits when administered under acute symptom conditions.
Consequently, it does not appear appropriate to conclude that the
differences apparent in personality patterns between initially de
pressed and non-depressed subjects (Table 1) necessarily represent
differences in

their long-term patterns of functioning.

Because of the lack of confidence in making inferences regard
ing premorbid personality from MCMI measures made following admis
sion, additional analysis of data was conducted to examine the
question involved in hypothesis one, namely, whether a relation
ship exists between premorbid personality and depression.
In the absence of a personality measure that is immune to the
influences of acute symptoms, investigators studying the relation
ship of personality and depression have typically dealt with the
problem of making inferences regarding premorbid personality pat
terns by examining patterns measured after subjects have recovered
from their illness.

This procedure is based on the assumption that

following recovery, premorbid personality patterns re-emerge.
Studies by Metcalfe (1968), Julian et al. (1969), Kendell and
Discipio (1970), and Altman and Wittenborn (1980), are among those
which have used this procedure.

In these studies, recovered

depressed patients have usually been compared with normals.
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Data to make comparisons between recovered depressed subjects
and normals were not available forthis study because the study
focused exclusively on a clinical sample of subjects.

Additionally,

this was not possible because the MCMI is not intended for use with
a normal population.
The most appropriate comparison given the sample available, was
between personality measures of recovered depressed and non
depressed subjects at time of discharge.

However, some potential

methodological problems were present in this comparison.
MCMI scales appeared to yield different

Since the

scores under different

levels of depression, it was possible that the symptom patterns
which were present for non-depressed subjects would also affect
their personality scores.

Data were available to measure symptom

level and define recovery for depressed subjects; however, the
symptoms associated with the hospitalization of non-depressed sub
jects were not identified.

Therefore, a non-depressed recovered

group could not be identified.
Before comparisons could be made between discharge scores of
recovered depressed and non-depressed subjects, it was necessary
to examine the relationship between admission and discharge per
sonality measures of non-depressed subjects.

This was done in

order to determine whether the personality measures had remained
relatively stable in spite of the unknown changes in symptom levels
which may have occurred among non-depressed subjects during their
hospitalization.
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To examine the relationship between the admission and discharge
MCMI personality scores of non-depressed subjects, Spearman Rank
Order Correlation Coefficients and t-test for significance of dif
ferences between means were calculated.

The results of these ana

lyses are presented in Tables 8 and 9.

Table 8
Spearman Rank Order Correlation Coefficients of MCMI
Personality Scales of Non-Depressed Subjects
Between Admission and Discharge

MCMI
Personality

Note.

Correlation
Coefficient (rg)

Significance

1

.40

.111

2

.46

.075

3

.78

.002 *

4

.62

.021 *

5

.81

.001 *

6

.85

.000 *

7

.60

.025 *

8

.24

.242

N = 11
Mean Depression Score, Admission = 7,09
Mean Depression Score, Discharge = 5.09
* P < .05

Results of the correlation analysis indicate correlations for
the MCMI personality scales ranging from .24 to .85.
correlations were found for scales 3, 4, 5, 6, and 7.

Significant
Correlations
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for scales 1, 2, and 8 were not significant.

t-Test of Non-Pepressed Subjects' MCMI Personality
Scale Scores Between Admission and Discharge

MCMI
Scales

Admission
Mean
S.D.

Discharge
Mean
S.D.

t-Value

2-Tail
Probability

1

51.09

23.73

54.09

21.44

-.43

.675

2

50.18

23.83

52.73

17.36

-.42

.684

3

66.82

26.41

66.36

33.79

.07

.944

4

51.72

27.23

49.09

24.07

.51

.620

5

58.73

24.39

55.36

23.51

.70

.501

6

54.45

24.84

53.64

27.80

.16

.876

7

82.55

19.57

73.82

21.17

1.17

.118

8

34.91

22.35

35.00

23.12

-.01

.992

Note.

N = 11
* P < .05

Results of the t-tests indicate no differences which approach
significance between the means of any of the eight MCMI scales.
The insignificant Spearman correlations of some MCMI scales in
the presence of highly similar means appears initially contradict
ing.

These somewhat "contradictory" indications of separate

statistical analyses may be due to the movement of MCMI scale scores
in different directions among subjects between admission and dis
charge measures.

The group means remained highly similar despite

this movement.
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A comparison of mean MCMI personality profiles for nondepressed subjects at admission and discharge is presented in
Figure 4.

MCMI
Base Rate

1

100

, 90
80
70
60
50
40
30
20
■ = Admission
□ = Discharge

10

0
Note.

N = 11
Admission BDI score 7.09
Discharge BDI score 5.09

Figure 4
Mean MCMI Personality Profiles of Non-Depressed
Subjects at Admission and Discharge

The similarity of mean admission and discharge MCMI profiles
of non-depressed subjects is apparent in the comparison illustrated
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in Figure 4.

It appears that the MCMI profiles of non-depressed

subjects were not significantly affected by any changes in level of
symptom severity which may have occurred between admission and dis
charge testing.

Therefore, the fact that a recovered non-depressed

group cannot be identified should not affect the validity of com
parisons of discharge personality measures between recovered
depressed and non-depressed subjects.
Having established relatively good stability between pre- and
post-personality measures of non-depressed subjects, additional
analysis of data was conducted between discharge personality scores
of recovered depressed and non-depressed subjects.

Inferences

regarding differences in premorbid personality patterns between
depressed and non-depressed subjects were made based on the assump
tion that the discharge personality profiles of both groups were
not affected by acute symptoms, but rather reflected long term
patterns of functioning.
To examine the relationship between personality patterns of
recovered depressed and non-depressed subjects, a one way analysis
of variance was conducted between discharge MCMI scores of recovered
depressed and non-depressed subjects.

The results of that analysis

are presented in Tables 10 and 11.
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Analysis of Variance of MCMI Personality Scale
Scores at Discharge Between Recovered
Depressed and Non-Depressed Subjects

MCMI
Personality

Note,

F-Ratlo

F-

Probability

1

485.37

1.02

.3229

2

82.32

.19

.6650

3

36.53

.04

.8450

4

49.60

.07

.7940

5

200.69

.46

.5049

6

36.14

.07

.7985

7

503.29

1.54

.2270

8

47.80

.10

.7552

df = 24
Recovered Depressed:
Non-Depressed:
* P < .05

N = 14, Mean BDI - 6.14
N = 11, Mean BDI = 5.09

Results of an ana lysis of variance show no differences
approaching significance.
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Means and Standard Deviations for MCMI Scores for Recovered
Depressed and Non-Depressed Subjects

MCMI
Personality

Note.

Recovered
Depressed
Mean
S.D.

Depressed
Mean
S.D.

1

45.21

22.09

54.09

21.44

2

49.07

22.92

52.73

17.36

3

63.93

27.82

66.36

33.80

4

51.93

28.49

49.09

24.07

5

61.07

18.66

55.36

23.52

6

51.21

19.10

53.64

27.80

7

82.86

15.27

73.82

21.17

8

32.21

20.92

35.00

23.12

Recovered Depressed N = 14
Non-Depressed N = 11

A visual comparison of mean personality profiles is provided in
Figure 5.
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MCMI
Base Rate

2

MCMI Basic Personality Scales
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6

7

100
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60
50
40
30
20
■ = Recovered Depressed
□ = Non-Depressed

10
0

Figure 5
Mean MCMI Personality Profiles of Recovered
Depressed and Non-Depressed Subjects
at Discharge

A visual comparison of mean scores reveals the similarity
between the groups' personality profiles as well as the similarity
in elevations of individual scales.
The results of the preceding analyses comparing personality
measures of recovered depressed and non-depressed subjects appear

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

102

to indicate that depressed patients, when they are no longer report
ing symptoms of marked depression, display personality patterns
which are not significantly different from those displayed by
patients hospitalized for reasons other than depression.
Because of the apparent sensitivity of the MCMI basic personal
ity scales to levels of depression as measured by the Beck Depres
sion Inventory, the analysis of data from recovered depressed and
non-depressed groups appears to be a more appropriate test of the
first research question of this study.

These analyses appear to

indicate that personality measures made of recovered subjects are
more likely to be free of the influence of acute symptoms and may
therefore, more accurately reflect long term patterns of functioning.
Although significant differences were apparent between de
pressed and non-depressed subjects on all eight personality scales
immediately following admission, allowing rejection of null hypo
thesis one, it does not appear appropriate to view these differences
as representing differences in the premorbid personality patterns
of the two groups.
It seems more appropriate to make inferences regarding pre
morbid personality patterns based on the results of the analyses of
differences between discharge personality scores of recovered de
pressed and non-depressed subjects.

The results of analyses between

these groups does not support the premise that depressed and nondepressed patients differ in their premorbid personality patterns.
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Discussion

The results which have been described will be discussed in
terms of their implications regarding the relationship of
personality to depression and in terms of problems associated with
personality measurement encountered in investigations of that
relationship.

In view of some of the difficulties encountered in

making inferences regarding premorbid personality traits from MCMI
measures, other interpretations and implications of the results
will be discussed.
The nature of the results of this investigation have presented
some difficulties in terms of developing a valid resolution of the
basic research question regarding the relationship of premorbid
personality and depression.

Initial results of the tests of the

first null hypothesis utilizing data from the MCMI measures of
initially depressed and non-depressed subjects found significant
differences between groups and provided strong support for the
rejection of the null hypothesis.

However, the validity of in

ferences regarding premorbid personality traits from measures made
at admission depended on the stability of the MCMI measures be
tween varying levels of symptom severity, which was the question
addressed in null hypothesis two.

Due to the apparent changes in

MCMI scores associated with changes in levels of depression, null
hypothesis two could not be rejected.

Consequently, the basic

research question regarding the relationship of premorbid per
sonality and depression could not be answered from those data be
cause there was not support for the premise that the admission
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measures of the MCMI represented measures of premorbid personality
traits.

Therefore, additional analysis was conducted in order to

examine the basic research question using data from discharge
depression and personality measures.
The discharge MCMI personality scores of recovered depressed
and non-depressed subjects were compared to evaluate differences in
personality patterns between the two groups.

Investigation of the

research question in this manner was pursued based on the assumption
that premorbid personality patterns re-emerge when patients re
cover from depression.

Consequently, personality measures of

recovered depressed subjects were assumed to represent long term
patterns of personality functioning.
Proceding with an analysis of data based on the assumption that
premorbid personality patterns re-emerge when symptoms have abated
is consistent with research procedures frequently followed in
investigations of the relationship of personality traits and depres
sion.

Other studies which have been conducted utilizing data from

recovered depressed subjects have included investigations by
Metcalfe (1968), Julian et al. (1969), Kendell and Discipio (1970),
and Altman and Wittenborn (1980).
The rationale for the use of discharge MCMI scores of nondepressed subjects for comparisons with a recovered depressed group
depended on the results of several analyses which indicated a
reasonable degree of reliability of non-depressed MCMI measures
between admission and discahrge phases.

It was assumed, therefore,

that because the measures did not appear sensitive to any changes
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in symptom level which might have occurred, they too represented
stable, long-term patterns of functioning.
Analysis of the data in this manner did

not reveal significant

differences between the manifest personality traits of depressed
and non-depressed subjects.

Subjects who had recovered from de

pression and subjects who had not been depressed during their
inpatient hospitalization displayed essentially similar personality
profiles at time of discharge.
This researcher found no other studies which used the MCMI to
compare personality traits of depressed and non-depressed clinical
subjects.

However, studies using the Maudsley Personality Inventory,

the Leyton Obsessional Inventory and a non-standardized selfdescriptive questionnaire have indicated differences between the
personality traits of formerly depressed subjects compared with
normals.

The relationship of obsessive-compulsive patterns to

depression has received considerable consensus in the literature,
according to Chodoff (1973).

Metcalfe (1968), using the Maudsley

Personality Inventory, found that depressives, when compared to
normals, tended to be distinguished by a set of traits associated
with what has traditionally been regarded as an obsessive-compulsive
personality style.

Those traits included a tendency toward worry,

a tense attitude toward life, a denial of fantasy and imagination
and a rigid habit-bound personality.

Julian et al. (1969), using

the Maudsley Personality Inventory, studied recovered depressed
patients in comparison with normals and came to similar conclusions.
Kendell and Discipio (1970), using the Leyton Obsessional Inventory
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to compare recovered depressed patients with normals also found a
relationship between obsessional symptoms and unipolar depression.
If it can be assumed that scale 7 of the MCMI is measuring
obsessive-compulsive factors, then it appears that these results do
not offer support for the premise that a positive relationship
exists between premorbid obsessive-compulsive traits and depression.
Further examination of the relationship of scale 7 to levels
of depression suggests conclusions directly contradictory to those
of Kendell and Discipio.

Kendell and Discipio (1970) found a posi

tive relationship between levels of depression and intensity of
obsessional features.

Depressed patients were more obsessional when,

they were more depressed.

Elevations of scale 7 in relation to

levels of depression as measured by the BDI show an inverse relation
ship between these two factors.

Scale 7 showed one of the lower

elevations when depressed subjects were admitted.

ïfhen depressed

subjects recovered and were no longer reporting depressive symptoms,
scale 7 was one of the most elevated scales.

Consistent with these

observations, depressed subjects who did not improve, who remained
depressed, continued to show low elevations on scale 7 when measured
at discharge.
These results suggest that an inverse relationship may exist
between obsessive-compulsive features and levels of depression.

The

tension, rigidity, and tight controls of the compulsive conforming
style were not prominent features during depression, but were a
marked feature of the profile when depression had lessened.

Marked

elevations on scale 7 were also present for non-depressed subjects
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both at admission and discharge.

Scale 7 was, in fact, the high

point scale for the non-depressed group at both admission and
discharge.
These results suggest that obsessive-compulsive features may
be a prominent aspect of the functioning of depressive and non
depress ive clinical subjects at both premorbid and postmorbid
stages.

During the acute phases of depression, however, depressed

subjects showed significantly lower scores on this measure, while
the same measure for non-depressed subjects remained stable between
admission and discharge.
These results are open to various interpretations.

It may be

that during an acute depression, the individual's typical compulsiveconforming adaptive style breaks down only to re-emerge when the
acute crisis has passed.

It is at least clear that the results ob

tained in this study suggest a relationship between obsessivecompulsive features and depression that is inconsistent with the
findings of previous studies and with widely held clinical opinions.
Reference was made earlier in this discussion to observations
by Metcalfe (1968) regarding a predominance in the clinical litera
ture of two basic personality types commonly thought to be associ
ated with depression, the tense and duty bound individual
(obsessive-compulsive), and the detached pessimistic type. Metcalfe
(1968) descibed the detached individual as an "asthenic person,
with little enjoyment in life, subdued in manner and usually
pessimistic in outlook" (p. 99).

Although any comparison of this

detached type with current DSM III classifications and with
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personality types of the MCMI is tenuous, the MCMI clinical scales
which appear to best fit with these characteristics are scales 1 and
2, which Millon (1983) labels Schizoid-Asocial and Avoidant respec
tively, and which correspond with the DSM III classifications of
Schizoid and Avoidant Personality.

MCMI scales 1 and 2 represent

passive-detached (scale 1) and active-detached (scale 2) styles of
adaptation according to Millon.

The characteristics associated

with these scales include bland or dysphoric affect, interpersonal
detachment or alienation and an indifference to or suspicion of

An examination of differences on scales 1 and 2 between re
covered depressed and non-depressed subjects at discharge showed no
significant differences between groups on either scale.

Conse

quently, these results do not support the hypothesis that these
are distinguishing premorbid traits of depressive individuals.
However, an examination of the MCMI measures obtained during
levels of acute depression did show large and statistically sig
nificant differences between depressed and non-depressed subjects
on MCMI scales

1 and 2.

Depressed subjects scored significantly

higher on both scales when they were depressed.
These results suggest that these features accompany depression.
During the acute phase of depression, it appears the depressed sub
jects displayed more interpersonal detachment, greater interpersonal
indifference and alienation, and were more impervious to or sus
picious of others.

Depressed subjects who did not improve displayed

an insignificant lowering of these scales.

Depressives who
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recovered showed significantly lower scores on scales 1 and 2 when
recovered, scores that were not significantly different than those
of non-depressed subjects at both admission and discharge.
These results suggest that depressives may not be characterized
by excessive detachment premorbidly.

It appears that the detached,

alienated characteristics described may not be a distinctive feature
of depressives generally, but rather characterize their functioning
during acute phases of depression and remit after recovery.
Bemporad (1971) in a review of the psychiatric literature re
garding depression, identified "dependency on a dominant other" as
the most universally described characteristic of depressives
(p. 222).

Individuals with dependent characteristics are believed

to be susceptible to depression because their sources for need
fulfillment are primarily external, from others.

Dependent indivi

duals are consequently vulnerable to interruptions of the supply
of essential needs.
Scale 3 of the MCMI, which represents the passive-dependent
style of adaptation, is labelled Dependent-Submissive by Millon
(1983) and corresponds to the DSM III classification of Dependent
Personality.

Millon describes high scorers on the scale as docile

and noncompetitive, conciliatory and submissive, possessing selfimages of inadequacy, placating toward others, and avoiding asser
tive behaviors and autonomous roles.

These characteristics appear

compatible with what has been described as pathological dependency.
The scores of recovered depressed subjects on scale 3 were
not significantly different from those of non-depressed subjects
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at discharge.

These results do not support the hypothesis that

depressives are characterized by a long-term pattern of functioning
which is more dependent than that of non-depressives.

When re

covered, the scores of formerly depressed subjects are similar to
those of other clinical subjects.
An examination of differences between depressed and nondepressed subjects on scale 3 following admission showed a greater
difference, with depressed subjects scoring higher; however, the
difference was not significant.

In fact, the difference between

groups on scale 3 was the only difference among the eight scales
which was not significant in the measurements made between groups
following admission.

These results suggest that greater levels of

dependent characteristics may be present during depression.
trend of differences is consistent with that hypothesis.

The

However,

the strength for the support of that premise is weak, based on
these results, because of the lack of statistical significance in
the difference found.
An examination of differences of scores on scale 3 between
groups appears to indicate that depressives were not characterized
by significantly greater levels of dependency, either during or
following their depression.
Another characteristic which has frequently been associated
with the depressive personality and the process of depression is
that of repressed or self-directed anger.

Psychoanalytically-

oriented models of depression have emphasized the role of innerdirected anger in depression.

Freud (1917) described the inner-
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directed rage resulting from earlier object loss as central in the
depressive process.

Bibring (1953) viewed anger resulting from the

failure of the ego to achieve its ideals as a significant factor
in the development of depression.

Psychodynamic theorists have

generally regarded the lowered self-esteem present in depression
as an expression of self-hate.
To examine this characteristic within the context of this
study, the scores achieved by various groups on MCMI scale 8 were
examined and compared.

Scale 8 is labelled Passive-Aggressive and

represents an active-ambivalent pattern of adaptation.

The passive-

aggressive pattern, according to Millon (1983) includes such charac
teristics as irritability, low frustration tolerance, explosiveness,
behavioral contrariness, discontent with self-image, feeling mis
understood and demeaned by others, having poor regulatory controls
of behavior, interpersonal ambivalence, vacillation between depen
dence and submission, and assertive independence.
The DSM III correlate of scale 8 is Passive-Aggressive Per
sonality.

However, the clinical description of characteristics

associated with the scales provided by Millon presents a somewhat
different pattern of functioning than that provided by the descrip
tion of Passive-Aggressive Personality in DSM III.

The DSM III

description emphasizes passive expression of covert anger.
Millon's description of scale 8 styles emphasizes labile affectivity,
negativity, and instability of emotions and behavior.

Generally,

the themes of the characteristics associated with this scale appear
to involve ambivalence regarding dependency needs and ambivalent
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management of anger.

Although there is discontent regarding self-

image, the anger present in this style of adaptation is not directed
solely or primarily at the self.

Such individuals appear to be

characterized more by a pattern of vacillation between innerdirected and outward-directed anger, resulting in tension and
emotional and behavioral instability.

The characteristics de

scribed suggest that others rather than the self are frequently
viewed as the enemy.
An examination of the relationships between scale 8 scores
and depression yielded the following results.

A significant dif

ference was found between scores on MCMI scale 8 between depressed
and non-depressed subjects during the acute symptom phase following
admission.

The difference found, however, was in a direction op

posite of that which might be predicted on the basis of the tradi
tional hypothesis regarding the relationship of inner-directed
anger and depression.
Based on the ambivalent management of anger associated with
scale 8, one might expect that depressives, if they were primarily
directing anger inward at the self, would score significantly lower
on scale 8 than non-depressed clinical subjects.

Depressed sub

jects, however, scored significantly higher on this scale. Scale 8
was, in fact, one of the highest scale elevations of the mean per
sonality profile of depressed subjects.
In contrast, scale 7, the passive-ambivalent scale of the MCMI,
which connotes considerably less active management of anger and
ambivalence, was significantly lower for depressed than

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

113

non-depressed subjects.
Additionally, it is interesting to note that depressed sub
jects displayed significant changes in

their scores on both scales

7 and 8 when their depressive symptoms had abated.
elevations between scales 7 and 8 reversed.

The relative

When recovered de

pressed subjects were measured at discharge, scores on scale 7
increased significantly and scores on scale 8 decreased signifi
cantly.

The mean profile of recovered depressed subjects showed

scale 7 to be one of the highest elevations and scale 8 to be
nearly the lowest elevation in the profile.

Depressed subjects

who remained depressed at discharge did not show significant changes .
on either scale.
In view of the positive relationship between scale 8 with
depression and the corresponding inverse relationship of scale 7
with depression, these results appear to suggest a different
pattern regarding the management of anger among the depressed
subjects in this study than would be expected on the basis of
theories which emphasize the role of self-hate in depression.

The

relationship which appears to emerge here suggests the depressives
were characterized by more unstable anger which was directed
actively outward, more frequently than was the case for non
depressed subjects.

It also appears that When depressives re

covered, this pattern changed.

Following recovery, it appears that

depressed subjects became more conforming, less active and more
passive in their management of tension and anger, suggesting perhaps
more, rather than less repression of these impulses.
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Obviously it is necessary to be very cautious regarding the
interpretation of these results.

Scales 7 and 8 of the MCMI

cannot be assumed to necessarily represent direct and valid measures
of patterns of directing hostility and anger.

However, in view of

the dimensions and characteristics which these scales purport to
measure, it does appear that the trends observed

in these results •

suggest the possiblity of a somewhat different relationship between
anger and depression than expected.

It appears that the depressive

patterns observed in this study may have been characterized more
by a pattern of agitated and ambivalent hostility, rather than an
exlusive direction of hostility at the self.
Recent research by Lewinsohn et al. (1981) using a large sample
of subjects, several criterion measures and a longitudinal research
design, yielded findings which provided little support for a dis
tinctive premorbid personality associated with depression.

Although

Lewinsohn and his colleagues did not use a traditional personality
measure, a variety of measures related to patterns of cognition,
patterns of attribution and belief systems were used to measure
constructs believed by many contemporary authorities to be stable
traits which predispose an individual to depression.
Findings of Lewinsohn's study showed that depressed and non
depressed individuals differed on these measures when depressive
symptoms were present.

However, no essential differences on the

criterion measures were found between individuals who were "future
depressives" and those who were not.

Also, after depressive symp+t

toms had abated, no differences remained between individuals who
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had been depressed and those who had not.
The findings of Lewinsohn et al. (1981) that differences
existed between groups when depressive symptoms were present but
essentially disappeared when the depressives had recovered coincide
with the findings of the present investigation.
In the present study, depressed and non-depressed subjects
(Table 1) showed significant differences on seven of the eight
basic personality scales of the MCMI immediately following ad
mission.

At the time of discharge, depressed subjects who remained

depressed (Table 5), displayed significant changes on only one
personality scale.

Depressed subjects who recovered (Table 3)

showed significant changes between depressed and recovered condi
tions on seven of the eight MCMI scales.

Changes on the eighth

scale were substantial but fell slightly below the criterion for
significance.
Additionally, those depressed subjects who recovered displayed
a personality profile following recovery that was essentially the
same as that displayed by subjects being discharged who had not been
depressed (Tables 10, 11, and Figure 5).

No significant differences

were found between discharge scores of recovered depressed and
non-depressed groups on any of the eight MCMI scales.
Lewinsohn and his colleagues addressed the question of whether
a set of distinctive traits were antecedent to, coincident with, or
consequent from depression.

Lewinsohn concluded from his results

that neither the antecedent nor the consequent hypothesis was
supported.

The hypothesis that distinctive patterns of cognitions
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were manifest during depression was supported and appeared to
account for the differences found between groups in the measures
used during the course of a depressive episode.
llie results of the present investigation support the same
conclusions, namely, that from the data available, no support was
shown for the relationship of distinctive premorbid or postmorbid
personality patterns to depression as defined in this study.

Strong

support was shown, however, for the presence of significantly
different state patterns or temporary adaptive styles between
depressed and non-depressed individuals during the course of
depression.
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CHAPTER V
SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

Summary

The purpose of this study was to investigate the relationship
between premorbid personality and primary depression.

Depression

has been recognized as a major mental health problem for decades
and has been researched extensively.

Since Hippocrates in the

Fourth Century B.C., theories regarding the nature and causes of
depression have been offered.

Contemporary theories regarding the

process and etiology of depression are numerous.

In spite of the

attention it has received, depression remains a disorder which is
inadequately understood.
There is agreement among many theorists that there are dis
tinctive premorbid personality traits which predispose an individual
to depression.

Clear identification of such traits and their re

lationship to depression would obviously be valuable in terms of
understanding the causes and processes of depression, as well as
assisting in the refinement of methods of treatment.
This study has attempted to investigate the question of whether
a relationship exists between premorbid personality traits and
depression by examining personality and primary unipolar depression
in a population of psychiatric inpatients.
To investigate this relationship, a sample was drawn from an
adult inpatient acute care unit of the Mid Missouri Mental Health
117
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Center, a large state-operated facility serving the central region
of the state of Missouri.

Subjects were selected from the inpatient

population of Ward Two South between February, 1982, and August,
1982.

The final sample included in the study consisted of 34 sub

jects, 14 males and 20 females.
Patients were excluded from the study if they did not agree to
participate, if they received a diagnosis of organic brain syndrome,
if they were too confused or disorganized to complete the tests
administered, or if they did not demonstrate a reading level adequate
to comprehend the content of the tests used.

A large number of

subjects were also excluded because they were discharged from the
hospital without completing the necessary post-tests.
The BDI and the MCMI were selected as criterion instruments
to measure depression and personality respectively.

The MCMI was

specifically selected as the instrument to measure personality
dimensions because it contained scales which were intended to
measure stable trait dimensions of personality.

The measurement of

these trait dimensions was claimed to be valid and reliable during
symptomatic phases of psychiatric illness.

The problem of measuring

personality traits in a symptomatic population had typically frus
trated investigators seeking to identify the relationship of per
sonality traits to depression.

The MCMI appeared to offer a method

of measurement that would circumvent that problem.
Depressed and non-depressed subjects were identified both by
measurement obtained with the BDI and by the facility's routine
clinical diagnostic procedure, using DSM III criteria.

The BDI and
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MCMI were administered to all subjects immediately after admission
and immediately before discharge from the hospital.
Two statistical null hypotheses were developed to test the
research questions.
The first null hypothesis stated that "There will be no sig
nificant differences between the mean scores of the initially de
pressed group of subjects and the initially non-depressed group of
subjects on the eight basic personality scales of the MCMI".
Significant differences (P < .05) were found between depressed
and non-depressed subjects on seven of the eight personality dimen
sions.

Therefore, it appeared the null hypothesis could be rejected.

Initially, these results appeared to indicate substantial
differences in several premorbid trait dimensions between depressed
and non-depressed subjects.

However, the validity of that inference

depended on confirmation of the independence of the MCMI trait
scales from the influence of clinical symptoms.

If the trait

measures of the MCMI varied significantly in relation to changes
in levels of clinical symptoms, then the dimensions measured under
symptomatic conditions could not reliably be assumed to represent
stable premorbid traits.
To investigate that question, which was secondary but central
to the primary research question, statistical hypothesis two was
developed.
The second null hypothesis stated that, "There will be no
relationship between mean scores of the eight basic personality
scales obtained pre- and post-recovery for the recovered depressed
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subjects".
Statistical analysis of hypothesis two indicated that, although
a significant relationship (P < .05) was found between five of the
MCMI scales, no significant relationship was found for the remaining
three scales.

Further analysis showed significant differences

(P < .05) between group mean scores for seven of eight scales when
admission and discharge scores were compared.
the remaining scale (P

The difference on

< .052) was nearly significant statistically.

Based on these results, the null hypothesis of no relationship
between MCMI pre- and post-measures of recovered depressed subjects
could not be rejected.

Consequently, the differences found during

acute symptom conditions between depressed and non-depressed
subjects could not be assumed to represent differences in stable
premorbid traits.

The results appeared to indicate that the basic

MCMI scales were sensitive to the influence of depressive symptoms.
Investigation of the original research question was then pur
sued by examining differences between post-MCMI scores of recovered
depressed and non-depressed subjects.

The results of these com

parisons showed no significant differences between recovered
depressed and non-depressed subjects on any of the eight dimensions
measured by the MCMI.

Based on these results, it was concluded

that null hypothesis one could not be rejected.

The data analysis

did not support the concept that a relationship existed between
premorbid personality and primary unipolar depression.

Because

of the marked differences apparent in patients' scores on the
personality dimensions of the MCMI between depressed and recovered
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stages of their illness, comparisons were made of recovered de
pressed subjects' MCMI scores between depressed and recovered
conditions.

These comparisons were made to provide information

regarding the relationship of the personality dimensions measured
by the MCMI to the presence and absence of acute depressive symp
toms.

Differences between group mean scores were statistically

significant for seven of the eight MCMI scales.

The group mean

profile of subjects at admission suggested that the adaptive style
of depressed subjects was characterized by social and interpersonal
alienation and detachment, dependency, poor self-image, labile
affect, and contrary, negativistic and passive-aggressive behavior. ,
The adaptive style apparent from the group mean profile of the
same subjects when they had, based on their EDI scores, recovered
from depression was considerably different.

The post-test MCMI

profile showed a significant decrease in the measures related to
social and interpersonal alienation and detachment and also in the
measure related to labile affect and contrary, negativistic and
passive-aggressive behavior.

Scores on the dependency, poor self-

image dimension lowered somewhat but not significantly.
The style apparent in the profiles of subjects who had re
covered from depression was characterized by moderate scores on the
dimension related to dependency and poor self-image, moderate scores
on a narcissistic dimension, and very high scores on the dimension
related to compulsive-conforming styles of adaptation.

The marked

increase of scores on this dimension suggested that these subjects
became more restrained in emotional expression, more conscientious
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in self-image, more conforming to social and interpersonal norms and
more rigid and constricted in cognitive and behavioral style as they
became less depressed.

Because these features were minimally evi

dent on the MCMI during depression, but rose to a prominent level
on recovery, questions regarding the popular assumption of a posi
tive relationship between obsessive-compulsive traits and depression
were raised.

These findings appear inconsistent with those of

previous studies indicating that premorbid obsessive-compulsive
features distinguish depressives and that these features are more
prominent during an acute depression.
The apparent increase in compulsive-conforming features,
coupled with the simultaneous decrease in passive-aggressive,
negativistic features during recovery from depression appears
possibly contrdictory to the concept that the depressive process
is charaterized by repression and inward direction of anger.
Comparison of data between initially depressed and initially
non-depressed subjects also indicated a lack of significant dif
ferences between these groups on the MCMI dimension most closely
related to dependent personality features, a factor widely believed
to distinguish depressed individuals.
The patterns observed in the data in this study appeared to
indicate that no particular personality factors distinguish between
depressive and non-depressive clinical subjects, either prior to
or following depression.

However, during the course of acute de

pression, several distinguishing features were apparent.

Some of

the personality features which were apparent during depression did
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not appear to be consistent with some widely accepted concepts
regarding the personality features which accompany depression.
These results are inconsistent with those of several studies
which have compared recovered depressed and normal subjects, but
are consistent with those of a longitudinal study conducted by
Lewinsohn et al. (1981) which compared depressed, non-depressed,
and normal subjects.

Conclusions

Having summarized the results of this study, it is important
to discuss the difficulty encountered in making inferences regarding
premorbid personality traits from measures made with the MCMI under
acute symptom conditions.

Data from reliability studies conducted

during the development of the MCMI indicated adequate test-retest
reliability of the eight basic personality scales with clinical
subjects in active psychotherapy.

Millon (1983) did not indicate

whether these subjects were inpatients or outpatients and did not
measure levels of symptom severity.
The conditions under which the MCMI measures were made in this
investigation may have presented a more challenging test of the
reliability of these scales.

The sample for this study was drawn

from the population of an acute inpatient treatment unit.

Subjects

in such a unit might be expected^to show high levels of symptoma
tology at admission and when improved, show marked changes in
symptom levels at discharge.

Certainly, greater contrasts in symp

tom levels would be expected between pre- and post-tests with this
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population than with patients in outpatient psychotherapy or even
perhaps, in long-term inpatient care.

Such large differences in

symptom levels may have negatively affected the reliability of
the MCMI measures.
Additionally, the small number of subjects in the sample used
in this investigation may have negatively influenced the stability
of the personality measure used.

Because of the small number of

subjects, it was necessary to use a Spearman Rank Order Correlation,
rather than the more powerful Pearson Product Moment Correlation
test to obtain correlation coefficients.

The lesser.^power of this

statistical test may also have detracted from the reliability
coefficients obtained.
Although data from recovered depressed subjects were available
for analysis and provided a defensible basis for inferences re
garding premorbid traits, the discrepancy between the promise and
the performance of the MCMI basic personality measures in this
study is a disappointment.

Recommendations

A major concern throughout this study has been the relatively
small number of subjects available.

Although more than seventy

subjects originally agreed to participate in this study, many failed
to complete the criterion instruments in a manner which produced
reliable results.
post-tests.

Additionally, many subjects failed to complete

The small size of the final sample tended to reduce

the authority and inferential value of the results.

To ensure a
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larger sample by collecting data from a larger population for a
longer period of time would add to the value of the results
obtained.
Another factor which may have contributed to the lack of
differences in personality measures between recovered and nondepressed subjects was the fact that comparisons were made only
among clinical subjects.

Previous studies have found differences

between recovered depressed and normal subjects.

Although a com

parison of recovered depressed and normal subjects is open to
criticism because clinical subjects with symptoms other than de
pression are not included, the lack of comparisons with normal
subjects in this study may have been a factor which contributed to
the lack of differences found within the clinical population when
acute symptoms had abated.

In following investigations, it would

be advantageous to make three-way comparisons of personality among
clinically depressed, clinically non-depressed, and normal subjects.
This design would likely be more sensitive to any differences
present.
Although several factors were present in this study which may
have negatively affected the stability of the MCMI measures in
relation to changes in symptom levels, the appearance of this prob
lem in the present investigation suggests that an instrument which
will provide stable, premorbid trait measures under symptomatic
conditions may not yet be available.

The ability of the MCMI to

provide stable trait measures should be researched further using
other clinical populations and larger samples.
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Perhaps it is unrealistic

to assume that an objective per

sonality instrument can provide measures of stable, long-term traits
when the most prominent features of an individual's way of thinking,
perceiving and behaving are influenced by acute psychiatric symptoms.
If this is true, until greater reliability of objective personality
measures is demonstrated, studies of patients who have achieved
stable recovery or longitudinal studies which span both premorbid
and postmorbid stages of functioning may be most appropriate to
investigate the relationship between personality and depression.
Although the results of the present study have not identified
a relationship between premorbid personality and depression, the
possibility of such a relationship has not been precluded.

More

refinement of measurement techniques and repeated investigations
using well controlled research design will be necessary to provide
further answers to the research question this study has addressed.
Further investigation of that question may be able to add to the
understanding of the etiology and processes of depression.

A better

understanding of the etiology and processes of depression will
undoubtedly also provide better tools for treatment and control.
In view of its prominence as a major mental health problem, an
increased understanding of depression through research can only
be beneficial to both the clinician who treats it and the patient
who suffers from it.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Abramowitz, S. I. (1969). Locus of control and self-reported
depression among college students. Psychological Reports,
149-150.
Abramson, L. Y . , Seligman, M. E. P., & Teasdale, J. D.
(1978).
Learned helplessness in humans: Critique and reformulation.
Journal of Abnormal Psychology, 87, 49-74.
Akiskal, H. S., & McKinney, W. T.
(1975). Overview of recent
research in depression. Archives of General Psychiatry, 32,
285-305.
Altman, J. H. & Wittenborn, J. R. (1980). Depression-prone
personality in women. Journal of Abnormal Psychology, 89,
303-308.
American Psychiatric Association.
(1968). Diagnostic and
statistical manual of mental disorders (2nd ed.). Washington,
DC: Author.
American Psychiatric Association.
(1980). Diagnostic and
statistical manual of mental disorders (3rd ed.). Washington,
DC: Author
Beck, A. T. (1967a).
Depression: Causes and treatment.
Philadelphia: University of Pennsylvania Press.
Beck, A. T. (1967b).
Depression: Clinical, experimental and
theoretical aspects. New York; Harper & Row.

I

Beck, A. T. (1974).
The development of depression: A cognitive
model. In R. Freidman & M. Katz (Eds.)j The psychology of
depression: Contemporary theory and research (pp. 8-21 ).
f
Washington, DC: Winston.
Beck, A. T. (1976).
Cognitive therapy and emotional disorders.
New York: International Universities Press.
Beck, A. T. & Beamesderfer, A.
(1974). Assessment of depression:
The depression inventory. In P. Pichot (Ed.), Psychological
measurements in psychopharmacology (pp. 151-169). New York:
S. Karger.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Beck, A. T., Ward, C. H., & Mendelson, M. (1961). An inventory
for measuring depression. Archives of General Psychiatry,
4, 561-571.
Beck, A. T., Weisman, A., Lester, D . , & Trexler, L.
(1974).
The measurement of pessimism: The hopelessness scale.
Journal of Consulting and Clinical Psychology, 42, 861-865.
Becker, J.
(1977). Affective disorders. Morristown, NJ:
General Learning Press.
Bemporad, J. R.
(1971). New views on the psvchodynamics of
the depressive character. In S. Arieti (Ed.), World Biennial
of psychiatry and psychotherapy (Vol. 1) (pp. 219-243).. New
York: Basic Books.
Bibring, E.
(1953). The mechanism of depression. In P. Greenacre
(Ed.), Affective disorders (pp. 178-211). New York:
International Universities Press.
Bonime, W.
(1966). The psychodynamics of neurotic depression.
In S. Arieti (Ed.), American handbook of psychiatry (Vol. 3)
(pp. 239-255). New York: Basic Books,
Burns, D. D . , & Beck, A. T.
(1978). Cognitive behavior modification
of mood. In J. P. Foreyt & D. P. Rahtjen (Eds.), Cognitive
behavior therapy: Research and application (pp. 231-257)
New York: Plenum.
Chodoff, P. (1973). The depressive personality: A critical
review.
International Journal of Psychiatric Medicine, 27,
196-217.
Dahlstrom, W. G ., Welsh, G. S., & Dahlstrom, L. E. (1972).
An MMPI handbook. Volume 1: Clinical interpretation.
Minneapolis: University of Minnesota Press.
Donnelly, E. F . , & Murphy, D. L.
(1973). Primary affective
disorder: MMPI differences between unipolar and bipolar
depressed subjects. Journal of Clinical Psychology, 29,
303-306.
Donnelly, E. F . , Murphy, D. L . , & Waldman, I. N. (1980).
Denial and somatization as characteristics of bipolar depressed
groups. Journal of Clinical Psychology, 36, 159-162.
Donnelly, E. F., Murphy, D. L., Waldman, I.N., & Reynolds, T. D.
(1976). MMPI differences between unipolar and bipolar depressed
subjects: A replication. Journal of Clinical Psychology, 32,
610-612.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Donnelly, E. F., Murphy, D. L., & Scott, W. H. (1975). Perception
and cognition in patients with bipolar and unipolar depressed
disorders: A study in Rorschach responding. Archives of
General Psychiatry, 32, 1128-1131.
Dunlop, E. (1965). Use of antidepressants and stimulants.
Treatment, 2 , 543-568,
Eysenck, H. J., & Eysenck, S. B. G.
personality inventory. London:

Modern

(1964). Manual of the Eysenck •
University of London Press.

Fabry, J. J.
(1980). Depression.
In R. J. Woody (Ed.),
Encyclopedia of clinical assessment (Vol. 2) (pp. 588-601).
San Francisco: Josey Bass.
Feighner, J. P., Robins, E., Guze, S. B., Woodruff, R. A.,
Winokur, G . , & Munoz, R.
(1972). Diagnostic criteria for
use in psychiatric research. Archives of General Psychiatry,
26, 57-63.
Freud, S. (1917). Mourning and melancholia.
(Vol. 4). London: Hogarth Press.

In Collected Papers

Hammen, C. L., & Krantz, S. (1976). Effect of success and failure
on depressive cognitions. Journal of Abnormal Psychology, 85,
577-586.
Harvey, D. M.
(1981). Depression and attributional style:
Interpretations of important events. Journal of Abnormal
Psychology, 90, 134-142.
Hirschfield, R . , & Klerman,
G.L.
(1979). Personality attributes
and affective disorders. American Journal of Psychiatry, 136,
67-70.
Jones, R. G.
(1968). A factored measure of Ellis' irrational
belief systems. Wichita: Test Systems.
Julian, T., Metcalfe, M . , & Coppen, A.
(1969). Aspects of
personality of depressive patients. British Journal of
Psychiatry, 115, 587-589.
Kendell, R. E., & Discipio,
W.J.
(1968). Eysenck personality
inventory scores with depressive illness. British Journal
of Psychiatry, 114, 767-770.
Kendell, R. E., & Discipio,
W.J.
(1970). Obsessional symptoms
and obsessional personality traits in patients with depressive
illness. Psychological Medicine, 1^, 65-72.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Klerman, G. L.
(1973). The relationships between personality and
clinical depressions: Overcoming obstacles to verifying psycho
dynamic theories. International Journal of Psychiatry, 11,
227-233.
Kline, M.
(1964). Practical management of depression.
the American Medical Association, 190, 732-740.

Journal of

Kraepelin, E. (1913). Manic-depression, insanity and paranoia.
In Ri M. '.Barclay (Trans.), Textbook of psychiatry. Edinburgh:
Livingstone.
Krantz, S., & Hammen, C.
(1979). Assessment of cognitive bias
in depression. Journal of Abnormal Psychology, 88, 611-618.
Kuiper, N. A.
(1978). Depression and causal attributions for
success and failure. Journal of Personality and Social
Psychology. 36, 236-246.
Lewinsohn, P. M.
(1974). A behavioral approach to depression.
In R. Friedman & M. Katz (Eds.), The psychology of depression:
Contemporary theory and research (pp. 157-179). Washington,DC:
Winston.
Lewinsohn, P. M . , Steinmetz, J. L. , Larson, D.W., & Franklin, J.
(1981). Depression-related cognitions: Antecedent or
consequence? Journal of Abnormal Psychology, 90, 213-219.
Meites, K., Lovallo, W. , & Pishkin, V.
(1980). A comparison of
four scales for anxiety, depression, and neuroticism. Journal
of Clinical Psychology, 36, 427-432.
Metcalfe, M.
(1968). The personality of depressive patients.
In M. Coppen & T. Walk (Eds.), Recent developments in affective
disorders (pp. 97-104). Great Britain: Headley.
Metcalfe, M. , & Goldman, E. (1965). Validation of an inventory
for measuring depression.
British Journal of Psychiatry,
111, 240-242.
Meyer, A. (1951). The problems of mental reaction-types. In
The collected papers of Adolph Meyer (Vol. 2) (pp. 591-603).
Baltimore : John Hopkins Press.
(original work published 1908)
Millon, T. (1969).
W. B. Saunders.

Modern psychopathology.

Millon, T.
Wiley.

Disorders of personality.

(1981).

Philadelphia:

New York:

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Millon, T.
(1983).Millon clinical multiaxial inventory.
Minneapolis: National Computer Systems.
Nelson, R. E. (1977). Irrational beliefs in depression.
of Consulting and Clinical Psychology, 45, 1190-1191.

Journal

O'Leary, M. R. , Donovan, D. M. , & Hague, W. H. (1974). Relationships
between locus of control and MMPI scales among alcoholics: A
replication and extension. Journal of Clinical Psychology, 30,
312-314.
Rhodes, R. J., & Rice, A. S. (1977). MMPI correlates of the
Popoff
index of depression. Psychological Reports, 40, 35-41.
Rizley, R.
(1978). Depression and distortion in the attribution
of causality. Journal of Abnormal Psychology, 87, 32-48.
Robins, E., & Guze, S. (1970). Establishment of diagnostic
validity in psychiatric illness: ‘ Its application to schizo
phrenia. American Journal of Psychiatry, 126, 983-987.
Rosenthal, S. H., & Gudeman, E.
(1967). The endogenous depressive
pattern. Archives of General Psychiatry, 16, 240-243.
Rotter, J. (1966). Generalized expectancies for internal versus
external control of reinforcement. Psychological Monographs,
80, (1, whole no. 609).
Schnurr, R. , Hoaken, P. C . S., & Jarrett, M.B.
(1976).
of depression inventories in a clinical population.
Psychiatric Association Journal, 21, 473-476.

Comparison
Canadian

Seitz, F. C.
(1970). Five psychological measures of neurotic
depression: A correlational study. Journal of Clinical
Psychology, 26, 504-505.
Seligman, M. E. P.
(1974). Depression and learned helplessness.
In R. Friedman & M. Katz (Eds.), The psychology of depression:
Contemporary theory and research (pp. 83-110)7 Washington, DC:
Winston.
Seligman, M. E. P.
(1975). Helplessness:
and death. San Francisco: Freeman.

On depression, development

Silver, R. J., Isaacs, K. , & Mansky, P. (1981). MMPI correlates
of affective disorders. Journal of Clinical Psychology, 37,
836-839.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Vaz Serra, A,, & Pollxtt, J.
(1975). The relationship between
personality and the symptoms of depressive illness.
International Journal of Psychiatry, 127, 211-218.
Von Zerssen, D.
(1977). Premorbid personality and affective
psychoses. In G. Burrow (Ed.), Handbook of studies in depression
(pp. 79-103). New York: Exceptica Medica.
Wolpe, J. (1971). Neurotic depression: Experimental analog,
clinical syndromes and treatment. American Journal of
Psychotherapy, 25, 362-368.
Zung, W. (1965). A self-rating depression scale.
General Psychiatry, 12, 62-70.

Archives of

Zung, W.
(1973). From art to science: The diagnosis and
treatment of depression. Archives of General Psychiatry.
22, 328-337.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

BIBLIOGRAPHY

Abramowitz, S. I. (1969). Locus of control and self-reported
depression among college students. Psychological Reports,
25, 149-150.
Abramson, L. Y . , Seligman, M. E. P., & Teasdale, J. D.
(1978).
Learned helplessness in human: Critique and reformulation.
Journal of Abnormal Psychology, 87, 49-74.
Akiskal, H. S., & McKinney, W. T. (1975). Overview of recent
research in depression. Archives of General Psychiatry, 32,
285-305.
Altman, J. H., & Wittenborn, J. R.
(1980). Depression-prone
personality in women. Journal of Abnormal Psychology, 89,
303-308.
American Psychiatric
Association. (1968). Diagnostic
statistical manual of mental disorders (2nd ed.).
DC: Author.

and
Washington,

American Psychiatric
Association. (1980). Diagnostic and
statistical manual of mental disorders, (3rd ed.). Washington,
DC: Author.
Arieti, S., & Bemporad, J. R.
(1980). The psychological
organization of depression. American Journal of Psychiatry,
137, 1360-1365.
Beck, A. T. (1967a).
Depression: Causes and treatment.
Philadelphia; University of Pennsylvania Press.
Beck, A. T. (1967b).
Depression: Clinical, experimental and
theoretical aspects. New York: Harper & Row.
Beck,
A. T. (1974). The development of depression: A cognitive
model. In R. Freidman & M. Katz (Eds.), The psychology of
depression: Contemporary theory and research (pp. 8-21).
Washington, DC: Winston.
Beck,
A. T. (1976). Cognitive therapy and emotional disorders.
New York: International Universities Press.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Beck, A.T., & Beamesderfer, A.
(1974). Assessment of depression:
The depression inventory. In P. Pichot (Ed.), Psychological
measurements in psychopharmacology (pp. 151-169). New York:
S . Karger.
Beck, A. T., Ward, C. H., & Mendelson, M.
(1961). An inventory
for measuring depression. Archives of General Psychiatry,
4, 561-571.
Beck, A. T., Weisman, A., Lester, D . , & Trexler, L. (1974).
The measurement of pessimism: The hopelessness scale.
Journal of Consulting and Clinical Psychology, 42, 861-865.
Becker, J.
(1977). Affective disorders.
General Learning Press.

Morristown, NJ:

Beigel, A. , & Murphy, D. L.
(1971). Unipolar and bipolar affective
illness. Archives of General Psychiatry. 24, 215-220.
Bemporad, J. R.
(1971). New views on the psychodynamics of the
depressive character.
In S. Arieti (Ed.), World Biennial of
psychiatry and psychotherapy (Vol. 1) (pp. 219-243). New York:
Basic Books.
Bibring, E. (1953). The mechanism of depression. In P. Greenacre
(Ed.), Affective disorders (pp 178-211). New York: International
' Universities Press.
Bonime, W. (1966). The psychodynamics of neurotic depression.
5. Arieti (Ed.), American handbook of psychiatry (Vol. 3)
(pp. 239-255). New York: Basic Books.

In

Burns, D. D ., & Beck, A. T.
(1978). Cognitive behavior modification
of mood.
In J. P. Foreyt & D. P. Rahtjen (Eds.), Cognitive
behavior therapy: Research and application (pp. 231-257).
New York: Plenum.
Chodoff, P.
(1973). The depressive personality: A critical review.
International Journal of Psychiatric Medicine, 27, 196-217.
Coppen, A.
(1966). The Marke-Nymàn temperament scale: An English
translation. British Journal of Medical Psychology, 39, 55-59.
Dahlstrom, W. G. , Welsh, G. S., & Dahlstrom, L. E. (1972).
An MMPI handbook. Volume 1: Clinical interpretation.
Minneapolis: University of Minnesota Press.
Donnelly, E. F.
(1979). Adaptability in bipolar depressed groups.
Psychological Reports. 44. 1252-1254.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

135

Donnelly, E, F., & Murphy, D. L.
(1973). Primary affective
disorder: MMPI differences between unipolar and bipolar
depressed subjects. Journal of Clinical Psychology, 29,
303-306.
Donnelly, E. F. , Murphy, D. L . , & Goodwin, F . K. (1976).
Cross-sectional and longitudinal comparisons of bipolar
and unipolar depressed groups on the MMPI. Journal of
Consulting and Clinical Psychology, 44, 233-237.
Donnelly, E. F ., Murphy, D. L. , & Goodwin, F . K. (1978).
Primary affective disorder: Anxiety in unipolar and
bipolar depressed groups. Journal of Clinical Psychology,
34, 612-623.
Donnelly, E. F . , Murphy, D. L . , & Waldman, I. N.
(1980).
Denial and somatization as characteristics of bipolar
depressed groups. Journal of Clinical Psychology, 36,
139-162.
Donnelly, E. F . , Murphy, D. L ., Waldman, I. N., & Reynolds, T. D.
(1976) MMPI differences between unipolar and bipolar depressed
subjects : A replication. Journal of Clinical Psychology, 32,
610-612.
Donnelly, E. F ., Murphy, D. L . , & Scott, W. H.
(1975). Perception
and cognition in patients with bipolar and unipolar depressed
disorders : A study in Rorschach responding. Archives of
General Psychiatry, 32, 1128-1131.
Dunlop, E.
(1965). Use of antidepressants and stimulants.
Modern Treatment, 2 , 543-568.
Eysenck, H. J., & Eysenck, S. B. G.
(1964). Manual of the Eysenck
personality inventory. London: University of London Press.
Eysenck, S., White, 0., & Eysenck, H. J.
(1976). Personality and
mental illness. Psychological Reports, 39, 1011-1022.
Fabry, J. J. (1980). Depression.
In R. J. Woody (Ed.),
Encyclopedia of clinical assessment (Vol. 2) (pp. 588-601).
San Francisco: Josey Bass.
Feighner, J. P., Robins, E., Guze, S. B., Woodruff, R.A.,
Winokur, G. , & Munoz, R. (1972). Diagnostic criteria for
use in psychiatric research. Archives of General Psychiatry,
26, 57-63.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Fernando, S. J. M.
(1977). Hostility, personality and depression.
British Journal of Medical Psychology, 50, 243-249.
Freud, S. (1917). Mourning and melancholia.
(Vol. 4). London: Hogarth Press.

In Collected Papers

Friedman, A. S. (1970). Hostility factors and clinical improvement
in depressed patients. Archives of General Psychiatry, 23,
524-537.
Gittleson, N. L. (1966). Depressive psychosis in the obsessional
neurotic. British Journal of Psychiatry, 112, 883-887.
Hagnell, 0. (1966). A prospective study of the incidence of
mental disorders. Stockholm: Scandanavian University Books.
Halleek, S. L. (1967). Hysterical personality traits.
of General Psychiatry, 16, 750-757.

Archives

Hammen, C. L., & Krantz, S. (1976). Effect of success and failure
on depressive cognitions. Journal of Abnormal Psychology, 85,
577-586.
Harvey, D. M.
(1981). Depression and attributional style:
Interpretations of important events. Journal of Abnormal
Psychology, 90, 134-142.
Hirschfield, R . , & Klerman, G.L.
(1979). Personality attributes
and affective disorders. American Journal of Psychiatry, 136,
67-70.
Jones, R. G . (1968). A factored measure of Ellis' irrational
belief systems. Wichita: Test Systems.
Julian, T., Metcalfe, M. , & Coppen, A.
(1969). Aspects of
personality of depressive patients. British Journal of
Psychiatry, 115, 587-589.
Kendell, R. E., & Discipio,
W.J.
(1968). Eysenck personality
inventory scores with depressive illness. British Journal
of Psychiatry, 114, 767-770.
Kendell, R. E., & Discipio,
W.J.
(1970). Obsessional symptoms
and obsessional personality traits in patients with depressive
illness. Psychological Medicine, J.» 65-72.
Klerman, G. L.
(1973). The relationships between personality and
clinical depressions : Overcoming obstacles to verifying
psychodynamic theories. International Journal of Psychiatry, 11,
227-233.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Kline, M.
(1964). Practical management of depression.
the American Medical Association, 190, 732-740.

Journal of

Kraepelin, E. (1913). Manic-depression, insanity and paranoia.
In R. M. Barclay (Trans.), Textbook of psychiatry. Edinburgh:
Livingstone.
Krantz, S., and Hammen, C.
(1979). Assessment of cognitive bias
in depression. Journal of Abnormal Psychology, 88, 611-618.
Kuiper, N. A. (1978). Depression and causal attributions for
success and failure. Journal of Personality and Social
Psychology, 36, 236-246.
Lazare, A., & Klerman, G. L . (1968). Hysteria and depression:
The frequency and significance of hysterical personality
features in hospitalized depressed women. American Journal
of Psychiatry, 124, 48-56.
Lewinsohn, P. M.
(1974). A behavioral approach to depression.
In R. Friedman & M. Katz (Eds.), The psychology of depression:
Contemporary theory and research (pp. 157-179). Washington, DC:
Winston.
Lewinsohn, P. M . , Steinmetz, J. L. , Larson, D. W. , & Franklin, J.
(1981). Depression-related cognitions : Antecedent or
consequence? Journal of Abnormal Psychology, 90, 213-219.
Loevinger, J. (1972). Some limitations of objective personality
tests. In J. N. Butcher (Ed.), Objective personality assessment
(pp. 189-235). New York: Academic Press.
Mayer, J. M.
(1977). Assessment of depression.
In P. McReynolds
(Ed.), Advances in psychological assessment (Vol. 4) (pp. 134-157).
San Francisco: Josey Bass.
Meites, K. , Lovallo, W. , & Pishkin, V.
(1980). A comparison of
four scales for anxiety, depression, and neuroticism. Journal
of Clinical Psychology, 36. 427-432.
Metcalfe, M.
(1968). The personality of depressive patients.
In M. Coppen & T. Walk (Eds.), Recent developments in affective
disorders (pp. 97-104). Great Britain: Headley.
Metcalfe, M. , & Goldman, E. (1965). Validation of an inventory
for measuring depression. British Journal of Psychiatry,
111, 240-242.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Meyer, A.
(1951). The problems of mental reaction-types. In
The collected papers of Adolph Meyer (Vol. 2) (pp. 591-603).
Baltimore: John Hopkins Press,
(original work published 1908)
Miller, W. R., & Seligman, M. R. P. (1973). Depression and the
perception of reinforcement. Journal of Abnormal Psychology,
. 8 2 , 62-73.
Miller, W. R. , Seligman, M. E. P., & Kurlander, H. M.
(1975).
Learned helplessness, depression, and anxiety. Journal of
Nervous and Mental Disease, 161, 347-357.
Millon, T. (1969). Modern psychopathology.
W. B. Saunders.
Millon, T.
Wiley.

Philadelphia:

(1981). Disorders of personality.

Millon, T. (1983). Millon clinical multiaxial
Minneapolis: National Computer Systems.

New York:

inventory.

Naditch, M. P., Gargan, M. A., & Michael, L. B. (1975). Denial,
anxiety, locus of control, and the discrepancy between
aspirations and achievements as components of depression.
Journal of Abnormal Psychology, 84, 1-9.
Nelson, R. E. (1977). Irrational beliefs in depression.
of Consulting and Clinical Psychology, 45, 1190-1191.

Journal

O'Leary, M. R. , Donovan, D, M . , Cysnewski, B., & Chaney, E. F.
(1977). Perceived locus of control, experimental control
and depression: A trait description of the learned helplessness
model of depression. Journal of Clinical Psychology, 33, 164-168.
O'Leary, M. R., Donovan, D. M., & Hague, W. H. (1974) Relationships
between locus of control and MMPI scales among alcoholics: A
replication and extension. Journal of Clinical Psychology, 30,
312-314.
Pallis, D. J., & Birtchnell, J. (1977). Seriousness of suicide
attempt in relation to personality. British Journal of
Psychiatry, 130, 253-259.
Rhodes, R. J . , & Rice, A. S. (1977). MMPI correlates of the
Popoff index of depression. Psychological Reports, 40, 35-41.
Rizley, R.
(1978). Depression and distortion in the attribution
of causality. Journal of Abnormal Psychology, 87, 32-48.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Robins, E., & Guze, S. (1970). Establishment of diagnostic
validity in psychiatric illness: Its application to
schizophrenia. American Journal of Psychiatry, 126, 983-987.
Rosenthal, S. H., & Gudeman, E. (1967). The endogenous depressive
pattern. Archives of General Psychiatry, 16, 240-243.
Rotter, J. (1966). Generalized expectancies for internal versus
external control of reinforcement. Psychological Monographs,
80. (1, whole no. 609).
Schnurr, R . , Hoaken, P. C. S., & Jarrett, M. B. (1976). Comparison
of depression inventories in a clinical population. Canadian
Psychiatric Association Journal. 21. 473-476.
Seitz, F. C.
(1970). Five psychological measures of neurotic
depression: A correlational study. Journal of Clinical
Psychology, 26. 504-505.
Seligman. M. E. P. (1974). Depression and learned helplessness.
In R. Friedman & M. Katz (Eds.), The psychology of depression:
Contemporary theory and research (pp. 83-110)7 Washington. DC:
Winston.
Seligman, M. E. P. (1975). Helplessness:
development and death. San Francisco:

On depression,
Freeman.

Seligman, M. E. P., Abramson, L. Y . , Semmel, A., & Von Bayer, C.
(1979). Depressive attributional style. Journal of Abnormal
Psychology. _88, 242-247.
Silver, R. J.. Isaacs, K., & Mansky. P. (1981). MMPI correlates
of affective disorders. Journal of Clinical Psychology. 37.
836-839.
Slavney, P. R. , & McHugh, P. R.
(1975). The hysterical personality:
An attempt at validation with the MMPI. Archives of General
Psychiatry, 32, 186-190.
Snaith, R. P., McGuire, R . J . , & Fox, K. (1971). Aspects of
personality and depression. Psychological Medicine, JL, 239-246.
Spitzer, R. L . , Endicott, J. , & Robins, E. (1978). Research
diagnostic criteria. Archives of General Psychiatry. 35.
773-782.
Tuthill, E. W . , Overall, J . E . , 6 Hollister, L. E. (1967).
Subjective correlates of clinically manifested anxiety and
depression. Psychological Reports. 20, 535-542.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Vaz Serra, A., & Pollitt, J.
(1975). The relationship between
personality and the symptoms of depressive illness.
International Journal of Psychiatry, 127, 211-218.
Von Zerssen, D.
(1977). Premorbid personality and affective
psychoses.
In G. Burrow (Ed.), Handbook of studies in depression
(pp. 79-103). New York: Exceptica Medica.
Weissman, M . , Klerman, G. L . , & Paykel, E. S. (1971). Clinical
evaluation of hostility in depression. American Journal of
Psychiatry, 128, 261-266.
Weissman, M. , Prusoff, B. , & Klerman, G. L.
(1978). Personality
and the prediction of long-term outcome of depression.
American Journal of Psychiatry, 135, 797-800.
Wittenborn, J. R., & Maurer, H. S. (1977). Persisting
personalities among ddpressed women. Archives of General
Psychiatry, 34, 968-971.
Wolpe, J. (1971). Neurotic depression: Experimental analog,
clinical syndromes and treatment. American Journal of
Psychotherapy, 25, 362-368.
Zung, W.
(1965). A self-rating depression scale.
General Psychiatry, 12, 62-70.

Archives of

Zung, W.
(1973). From art to science: The diagnosis and
treatment of depression. Archives of General Psychiatry,
29, 328-337.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

